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Maybe you're leary of comparative statistics: you've seen 
them used too often as pious justification for price boosts. 
But here’s a set that’s refreshingly different: it shows how 
successfully Picker has maintained the purchasing power 
of your 1948 x-ray dollar. It’s as true today as it always 
has been ... an investment in Picker x-ray apparatus 
is an investment in consistently high performance 
over an exceptionally long life. 


PICKER X-RAY CORPORATION 
300 FOURTH AVENUE * NEW YORK 10. 


eco a SOUNnd investment. always. ...... 
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he seasonal increase in the incidence of -4 
scabies is effectively combated with Kwell 

- Ointment. This unusually efficacious scab- 
icide overcomes the infestation in most 
patients with a single application. No in- 

- stance of dermatitis or secondary skin 
inflammation due to the active ingredient 
has been reported. Kwell Ointment presents 
1 per cent of the gamma isomer of 1, 2, 3, 
4,5,6-hexachlorocyclohexane in a vanish- 
ing cream base. This substance is quickly 
lethal for the Sarcoptes scabiei, but in the 
concentrations employed, is harmless to 
man. Kwell Ointment is equally valuable in 
the eradication of all forms of pediculosis. 


Available on prescription through all 
pharmacies in 2 oz. and 1 Ib. jars. 
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For Warming a Dietitian’s Heart... 


Here’s the food warmer dietitians have long You merely /ift the plates out for washing. 
wished for. You need no tools—not even a screw driver— 


Individual heat controls keep each food at to remove the radiation plate which gives ac- 
the proper temperature. cess to the interior of this efficient unit. 


Unlike the conventional steam table, the Permanent good looks 
THURMADUKE is waterless. It has no messy, 


unsanitary water pan. Like regular Monel —a favorite in food service 


equipment for over 25 years—“35’’ Monel resists 

Ruggedly built stain and corrosion. It can mever rust. It is 

stronger and tougher than structural steel. And 
it’s solid metal all the way through — has no 
coating to chip or crack, to peel or wear. 


Its smooth, streamlined surfaces and body parts 

are of welded construction. Body lines are 
curved for easy cleaning. There are no cracks 
or crevices to collect dirt and grease. Get the full story 


On all THURMADUKE models, the top sur- — Available in sizes to meet the needs of small as 
face and its interchangeable plates are made well as large hospitals, THURMADUKE Gas- 
of attractive, long-lasting “35” Monel*. On Heated Food Warmers are made by DUKE 
counter models, paneling on the operator's = MANUFACTURING COMPANY, 2305 North Broad- 
side is also made of this lustrous, rustproof way, St. Louis, Mo. Write them for further in- 
metal. formation concerning the numerous other fea- 
tures and cost-saving advantages of this equip- 
ment. *Reg. U.S. Pat. Off. 


THURMADUKE cas neaten wATERLESs Foon WARMER 
WITH TOP SURFACE OF DURABLE “35” MONEL 


Meats ond most vegetables: 
145 Degrees 





Mashed Potatoes: 125 Degrees 


Soup: 180 Degrees 





THE INTERNATIONAL NICKEL COMPANY, INC. 


67 Wall Street, New York 5, N. Y. 
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Hospital Association and Mie Meetings 


BS 
* 


American Hospital Association 50th Annual Convention—September 20-23; Atlantic City. 


REGIONAL MEETINGS — 1949 


Association of Western Hospitals—May 9- 
12; San Francisco (Civic Auditorium). 
Carolinas-Virginias Hospital Conference— 
April 21-22; Asheville, N.C. (George Vaa- 

derbilt Hotel). 

Mid-West Hospital Association—April 26-28; 
Kansas City (Municipal Auditorium and 
Hotel President). 

New England Hospital Assembly—March 28- 
30; Boston (Statler Hotel). 


Tri-State Hospital Assembly—May 2-4; Chi- 
cago (Palmer House). 


STATE MEETINGS—1948 

Hawaii—December I-2; Honolulu (Mabel 
Smythe Memorial Building). 

Kansas—November 18-19; Topeka (Jayhawk 
Hotel). 

Maryland—District of Columbia—November 
8-9; Washington (Statler Hotel). 


























To no one man may the discovery 
of Carbon Dioxid be credited. 


From an early time, men were aware 
of the gas we now know as Carbon 
Dioxid. Isolated in the seventeenth 
century by Van Helmont, and more 
conclusively a century later by Joseph 
Black and his contemporary, Priestly, 
Carbon Dioxid was used commercially 
long before its medical properties 

were confirmed. 


& The value of Carbon Dioxid mixed 
with oxygen or air, as a respiratory 
Lm stimulant, remained undiscovered until 
ae mike 1908, when Yandell Henderson 
j=o~smmmd demonstrated the therapeutic advantages 
of Carbon Dioxid mixtures. 


RE 
Henderson 


Puritan Dealers 
in Most Principal Cities 


PURITAN COMPRESSED GAS CORPORATION 


BALTIMORE 
DETROIT 


ATLANTA BOSTON 
NEW YORK | 


ST. LOUIS 


With the unceasing development of 
new methods and equipment for 
the effective administration of 
resuscitating, anesthetic, and 
therapeutic gases, Puritan is proud 
to carry on the tradition of these 
earlier, distinguished scientists. 


WRITE FOR PURITAN 
GAS 
THERAPY EQUIPMENT CATALOG 


CINCINNATI 
KANSAS CITY 


DALLAS 





CHICAGO 
ST. PAUL 


“Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases 
"and Gas Therapy Equipment 








Michigan—November 8-9; Grand Rapids 
(Pantlind Hotel). 

Mississippi—October 18-19; Biloxi (Buena 
Vista Hotel). 

Missouri—December 6-7; St. Louis (Jeffer- 
son Hotel). 

Montana—October 18-19; Helena (Placer 
Hotel). 

Nebraska—November 17-18; Lincoln (Corn- 
husker Hotel). 

Ontario—November 1-3; Toronto (Royal 
York Hotel). 

South Dakota—October 
(Charles Gurney Hotel). 


18-19; Yankton 


STATE MEETINGS — 1949 


lowa—April 22; Des Moines (Fort Des Moines 
Hotel). 

Massachusetts—March 28; Boston (Statler 
Hotel). 

Ohio—April 4-7; Columbus (Deshler Wal- 
lick Hotel). 

Texas—April 19-21; Galveston (Buccaneer 
Hotel). 

Wisconsin—February 17; Milwaukee (Schroe- 
der Hotel). 


OTHER MEETINGS 


American Association of Medical Record 
Librarians—October 18-22; Los Angeles. 


American Association of Nurse Anesthetists 
—September 20-23; Atlantic City (Ritz 
Carlton Hotel). 


American College of Hospital Administra- 
tors — September 18-19; Atlantic City 
(Traymore Hotel). 


American Dietetic Association—October 18- 
22; Boston (Hotel Statler). 


American Occupational Therapy Association 
—September 7-11; New York City (Hotel 


Pennsylvania). 


American Protestant Hospital Association— 
September 17-19; Atlantic City (Hotel 
Dennis). 

Clinical Congress, American College of 
Surgeons—October 18-22; Los Angeles 
(Biltmore Hotel. 


INSTITUTES 

(For additional information address Associa- 
tion headquarters, 18 E. Division Street, 
Chicago 10.) 

Institute on Hospital Laundry Management-— 
July 19-23; Philadelphia (Penn Sheraton 
Hotel). 


Institute on Basic Accounting and Business 
Office Procedures—July 26-30; Chicago 
(Drake Hotel). 

Personnel. Institute—October 4-8; New Y: rk 
City (New Yorker Hotel). 
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For relief from heat this summer 


YOU CAN GET air conditioning quickly and eas- 
ily ... in, time to keep patients and staff cool and 
comfortable this summer. You can do it with a 
General Electric Packaged Air Conditioner. 

The trim, compact G-E Unit can be installed 
in a few hours. You can tuck it in an out-of-the- 
way portion of the conditioned space. Or, with 
simple ductwork it can be installed out of sight 
in an adjoining room. 





Where operating rooms, delivery rooms and 
other spaces require special consideration ... 
either because of anesthetics or because of special 
temperature or humidity requirements ... your 
General Electric distributor or contractor will be 
glad to suggest the proper equipment. For any 
type .of air conditioning, contact him today. 

General Electric Company Air Conditioning 
Dept., Section A8857, Bloomfield, N. J. 


GENERAL @ ELECTRIC 
Better Air Conditioning 
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OFFICERS of The American Hospital Association| 





PRESIDENT 

Graham L. Davis, W. K. Kellogg Foundation, Battle Creek, Mich. 

PRESIDENT-ELECT 

Joseph G. Norby, Columbia Hospital, Milwaukee 11, Wis. 

FIRST VICE PRESIDENT 

M. H. Eichenlaub, Western Pennsylvania Hospital, Pittsburgh 24 

SECOND VICE PRESIDENT 

Ruth C. Wilson, Maritime Hospital Service Association, Monc- 
ton, New Brunswick . 

THIRD VICE PRESIDENT 

F. Ross Porter, Duke Hospital, Durham, N. C. 

TREASURER 

A. C. Bachmeyer, M.D., University of Chicago Clinics, Chicago 37 


BOARD OF TRUSTEES 

A. C. Bachmeyer, M.D., ex officio (treasurer) 

Rev. John W. Barrett, Archdiocese of Chicago, Chicago 5 

Guy J. Clark, Cleveland Hospital Council, Cleveland 15 

William L. Coffey, Milwaukee County Institutions, Wauwatosa, 
Wis. 

James A. Crabtree, M.D., U.S. Public Health Service, Washing- 
ton 25, D. C. 

Graham L. Davis, ex officio (president) 

John H. Hayes, ex officio (past-president) 

Stuart K. Hummel, Silver Cross Hospital, Joliet, Il. 

Joseph G. Norby, ex officio (president-elect) 

Lawrence R. Payne, Baylor University Hospital, Dallas 1, Texas 

Mildred Riese, R.N., Children’s Hospital, Detroit 2 

Anthony J. J. Rourke, M.D., Stanford University Hospitals, San 
Francisco 15 

Charles F. Wilinsky, M.D., Beth Israel Hospital, Boston 15 


COMMITTEE ON COORDINATION OF ACTIVITIES 
Graham L. Davis, chairman 
E. Dwight Barnett, M.D., Harper Hospital, Detroit 1 
Robin C. Buerki, M.D., Hospitals of the University of Pennsyl- 
vania, Philadelphia 4 
J. Douglas Colman, Maryland Hospital Service, Baltimore 2 
Edwin L. Crosby, M.D., Johns Hopkins Hospital, Baltimore 5 
John N. Hatfield, Pennsylvania Hospital, Philadelphia 7 
Florence King, Jewish Hospital, St. Louis 10 
Jacque B. Norman, Greenville General Hospital, Greenville, S. C. 
Sister Mary Reginald, Mount Mercy Sanitarium, Dyer, Ind. 
Donald C. Smelzer, M.D., Germantown Dispensary and Hospital, 
Philadelphia 44 
B. Tol Terrell, Harris Memorial Methodist Hospital, Fort Worth 
4, Texas 


COUNCIL ON ADMINISTRATIVE PRACTICE 
Sister Mary Reginald, chairman 
Frank S. Groner, Baptist Memorial Hospital, Memphis 3, Tenn. 
James W. Stephan, University of Minnesota, Minneapolis 14 
Lawrence J. Bradley, Genesee Hospital, Rochester 7, N. Y. 
Ray E. Brown, University of Chicago Clinics, Chicago 37 
Ritz E. Heerman, California Hospital, Los Angeles 15 
Kenneth Williamson, secretary, 18 East Division Street, Chicago 10 


COUNCIL ON PROFESSIONAL PRACTICE 
Robin C. Buerki, M.D., chairman 
Ray Amberg, University of Minnesota Hospitals, Minneapolis 14 
Mildred Riese, R.N., Children’s Hospital, Detroit 2 
Herbert M. Wortman, M.D., Muuntainside Hospital, Montclair, 


N. J. 

Frank R. Bradley, M.D., Barnes Hospital, St. Louis 10 

Harold C. Mickey, Duke Hospital, Durham, N. C. 

Charles T. Dolezal, M.D., secretary, 18 East Division Street, 
Chicago 10 


COUNCIL ON HOSPITAL PLANNING AND 
PLANT OPERATION 
Jacque B. Norman, chairman 
Milo F. Dean, Great Falls Clinic, Great Falls, Mont. 
James McNee, St. Luke’s Hospital, Duluth 5, Minn. 
J. J. Golub, M.D., Hospital for Joint Diseases, New York City 35 
George H. Buck, Mercer Hospital, Trenton 8, N. J. 
Vane M. Hoge, M.D., U. S. Public Health Service, Washington 
25, D.C. 
Roy Hudenburg, secretary, 18 East Division Street, Chicago 10 


COUNCIL ON PUBLIC RELATIONS 
Florence King, chairman 
John V. Connorton, Ph.D., Greater New York Hospital Associa- 
tion, New York 5 
William B. Sweeney, Windham Community Memorial Hospital, 
Willimantic, Conn. 
R. F. Whitaker, Emory University (Ga.) Hospital 
Arthur J. Will, County of Los_Angeles Department of Charities, 
Los Angeles $3 , 
Marshall I. Pickens, Duke Endowment, Charlotte, N. C. 
C, J. Foley, secretary, 18 East Division Street, Chicago 10 





COUNCIL ON GOVERNMENT RELATIONS 

John N. Hatfield, chairman 

Charles F. Wilinsky, M.D., Beth Israel Hospital, Boston 15, 

Rt. Rev. Msgr. Maurice F. Griffin, St. Philomena’s Church, Cle\ 
land 12 

Carl P. Wright, General Hospital of Syracuse, Syracuse 5, N. \. 

W. E. Arnold, St. Luke’s Hospital, Jacksonville 6, Fla. 

W. P. Earngey Jr., Norfolk General Hospital, Norfolk 7, Va. 

Albert V. Whitehall, secretary, Washington Service Bureau, 1834 
K Street N.W., Washington 6, D. C. 


COUNCIL ON ASSOCIATION RELATIONS 
B. Tol Terrell, chairman 
William P. Butler, San Jose Hospital, San Jose 14, Calif. 
Ralph M. Hueston, Wesley Memorial Hospital, Chicago 11 
T. H. Haynes, Knoxville General Hospital, Knoxville 17, Teun. 
Rt. Rev. Msgr. John J. Healy, Diocese of Little Rock, Little 
Rock, Ark. 
Fred A. McNamara, Hospital Section, U. S. Bureau of the Budget, 
Washington 25, D. C. 
C. J. Foley, secretary, 18 East Division Street, Chicago 10 


COUNCIL ON INTERNATIONAL RELATIONS 

Donald C. Smelzer, M.D., chairman 

Harvey Agnew, M.D., Canadian Hospital Council, Toronto 5, 
Ontario 

Rey. Donald A. McGowan, National Catholic Welfare Con- 
ference, Washington 5, D. C. 

Howard E. Bishop, Robert Packer Hospital, Sayre, Pa. 

J. Russell Clark, Brooklyn Hospital, Brooklyn 1, N. Y. 

George U. Wood, Peralta Hospital, Oakland 9, Calif. 

Dallas G. Sutton, M.D., secretary, Washington Service Bureau, 
1834 K Street N. W., Washington 6, D. C. 


COUNCIL ON EDUCATION 
Edwin L. Crosby, M.D., chairman 
J. R. Clemmons, M.D., Roosevelt Hospital, New York City 19 
Harold C. Lueth, M.D., University of Nebraska Hospital, 
Omaha 5 
James A. Hamilton, University of Minnesota, Minneapolis 14 
Robert H. Bishop Jr., M.D., Western Reserve University School 
of Medicine, Cleveland 6 
J. Gilbert Turner, M.D., Royal Victoria Hospital, Montreal, Que. 
Helen V. Pruitt, secretary, 18 East Division Street, Chicago 10 


COUNCIL ON PREPAYMENT PLANS AND HOSPITAL 
REIMBURSEMENT 
E. Dwight Barnett, M.D., chairman 
E, I. Erickson, Augustana Hospital, Chicago 14 
Rev. George Lewis Smith, Diocese of Charleston, Aiken, S. C. 
O. G. Pratt, Rhode Island Hospital, Providence 2 
John R. Stone, Menninger Foundation, Topeka, Kans. 
John H. Hayes, Lenox Hill Hospital, New York 21 
Maurice J. Norby, secretary, 18 East Division Street, Chicago 10 


BLUE CROSS COMMISSION 

J. Douglas Colman, chairman 

Louis H. Pink, vice chairman, Associated Hospital Service of 
New York, New York 17 

Abraham Oseroff, treasurer, Hospital Service Association of Pitts- 
burgh, Pittsburgh 22 

E. Dwight Barnett, M.D., Harper Hospital, Detroit 1 

J. Campbell Butler, Group Hospital Service, Inc., Syracuse 2, N. Y. 

F. Kenneth Helsby, Group Hospital Service, Inc., Kansas City 
6, Mo. 

F. P. G. Lattner, Hospital Service, Inc., of Iowa, Des Moines 7 

E. P. Lichty, Blue Cross Plan for Hospital Care, Chicago go 

Basil C. MacLean, M.D., Strong Memorial Hospital, Rochester 7, 
NN, 

E. Duncan Millican, Quebec Hospital Service Association, Mon- 
treal, Quebec 

Joseph G. Norby, Columbia Hospital, Milwaukee 11 

Richard O. Parker, Hospital Service, Inc., of Stark County, Can- 
ton 2, Ohio 

Stanley H. Saunders, Hospital Service Corporation of Rhode 
Island, Providence 3 

H. A. Schroder, Florida Hospital Service Corporation, Jackson- 
ville 1 

Ralph G. Walker, Hospital Service of Southern California, Los 
Angeles. 5 

Richard M. Jones, director, 18 East Division Street, Chicago 10 


EXECUTIVE STAFF, 18 EAST DIVISION STREET, CHICAGO 10 
George Bugbee, executive director 

Charles T. Dolezal, M.D., assistant director 

Maurice J. Norby, assistant director 

Kenneth Williamson, assistant director 

John M. Storm, executive editor 
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e@ Modern 4-Machine Laundry at Rosary Hill Convalescent Home quickly and beautifully washes all 
laundered work, removes excess water, attractively irons flat pieces, fluff dries items not ironed. 


MODERNIZED the Laundry Department 
at 22-Bed Rosary Hill Convalescent Home, Justice, Illinois 


Problem : Household type laundry equipment at Rosary Hill Convalescent Home, Justice, 
Ill, was slow, undependable, costly to operate. Excessive labor was required to launder linens, 
wearing apparel and uniforms for patients and staff. 


Solution ; Our Laundry Advisor was called in. He carefully surveyed laundering require- 
ments and submitted his recommendations. The Home then installed 4-Machine Laundry 
consisting of 32x30” CHAMPION CASCADE Washer, MONEX Extractor, Gas Heated AIRCRAFT 
Drying Tumbler and Flatwork Ironer. 


Results : Rosary Hill reports faster laundering has 


enabled them to reduce linen inventory. Valuable space has Kemember eed 


been saved, quality of work is much better. Four operators, 
who previously put in 30 to 36 hours weekly, can now do all Every Department of the Hos- 
laundering in 8 hours a week. pital Depends on the Laundry: 


Why not talk over your laundering problem with our 
laundry Advisor. There's no obligation. WRITE TODAY. 


THE AMERICAN LAUNDRY MACHINERY COMPANY 


CINCINNATI 12, OHIO 
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YOUR PRESIDENT REPORTS 





N INTERESTING SUMMARY of the 
- preliminary report on schools of 
nursing, which Esther Lucille 
Brown, Ph.D., made to the Amer- 
ican Nurses’ Association, was re- 
viewed by Mildred Tuttle at a 
Kellogg Foundation Staff confer- 
ence. Miss Tuttle is director of 
the foundation’s division of nurs- 
ing. 

Miss Brown’s complete report 
will be published in September. 
Her recommendations are based 
on predictions of future nursing 
need in a society that is becom- 
ing extremely health conscious. 
She recognizes the importance of 
the hospital as the future com- 
munity health center where great- 
er emphasis will be placed on pos- 
itive health, or keeping people 
well. 

Her $64 question: Can the nurs- 
ing profession meet demands for 
more and better prepared persons 
for nursing service? 

I can answer that one. The nurs- 
ing profession can, with the co- 


operation of hospitals, other edu- 


cational institutions and the pub- | 


lic. But nursing organizations may 
find it wise to change tactics. 
For all practical purposes, hos- 
pitals control nursing education, 
and hospital administrators would 
be the first to admit there is room 
for improvement. But they are 
getting fed up with all the propa- 
ganda about what a sorry job they 
are doing. Under very difficult 
circumstances they are doing ex- 
tremely well. This sort of propa- 


ganda discourages student nurse’ 


recruitment when thousands of 
hospital beds badly needed by the 
public are empty because nurses 
are not available. 

Miss Brown very objectively 
says that the weaknesses in nurs- 
ing service and education are not 
the fault of hospitals but of the 
society that owns the hospital. 
That is a refreshing statement 
for a change. 

On the question of auxiliary 
nursing, Miss Brown recommends 








THE PATIENT 
NEEDS YOU 
MOST! 


doesn’t have. 





The busy administrator is constantly aware of this fact. It sits on his 
desk like a worrisome spectre demanding time, and more time, that he 


There is a solution. An assistant can take over time-consuming detail, 
letting you devote more energy to the problems of patient care. 


The plan pays for itself. The National Committee in its recent study 
discovered that—‘Money spent at the top for adequate supervision 
means better patient care and at lower cost per patient.” 


We have a number of very capable assistants who have completed their 
formal training. Wire or write us today for full information. 


BURNEICE LARSON, Director 


THE MEDICAL BUREAU 
Palmolive Bldg. at 919 N. Michigan Ave. 
CHICAGO... .ILLINOIS 





thinking in terms of nursing se»vy- 
ice, not nurses. What nurs’; 
functions need to be performed? 
What kind of training is required? 
This introduces her “nurs: 
‘team’’ idea. 

Miss Brown says it is not the 
function of a hospital to operate 
a school of nursing. Her theory, 
apparently, is that the hospital is 
not an educational institution. That 
recommendation needs careful ex- 
amination in the light of exper- 
ience. 

A hospital effectively serves its 
community largely in proportion 
to its educational function — both 
of the public and nurses, physi- 
cians and other health service 
persons. She admits that her gen- 
eral criticism of the present sys- 
tem of training the bedside nurse 
is not based on careful analyses 
of the facts. But she does say, be- 
cause of the need for additional 
nurses, that we must get along at 
present with what we have. 

This statement does not jibe 
with her subsequent recommenda- 
tion that more than a hundred of 
the pcorest schools must be 
closed. The public is not going to 
approve the closing of schools as 
long as the present shortage of 
nurses exists. These poor schools 
may not be producing the best 
nurses in the world, but they are 
producing nurses. Unless some 
other way can be found to in- 
crease’ enrollment, additional 
schools should be opened. Her 
statement, ‘‘There is need to 
shorten and sharpen the three- 
year curriculum,’’ sounds reason- 
able. 

When the complete report is 
published, it will get sympathetic 
consideration by hospitals. It ap- 
pears from what is known now 
that Miss Brown has made a real 
contribution to the advancement 
of nursing education and nursing 
service. The Carnegie Foundation, 
which made the study possible, de- 
serves the thanks of the hospitals 
and of the nation. 

kkk 

At the thirty-third annual Cath- 
olic Hospital Association meeting 
I was bracketed on the program 
with three big names — Hawley, 
Fishbein and Lahey — talking on 
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Only Curity radiopaque sponges 
show up on X-ray plates like this 


PORTABLE EQUIPMENT and Curity Radiopaque 
Sponges placed on abdomen (maximum possible 
distance from plate) of 115 Ib., 24-year-old 
female. Sponge is sharply visible, clearly ident- 
ifiable. Specifications: Exposure 12 sec., dis- 
tance 30 inches, 10 milliamps, selective setting 3. 


The shadow cast on an X-ray plate by the barium 
telltale of Curity Radiopaque Sponges and ABD 
packs is unique. Its shape and pattern make it quick- 
ly distinguishable from body structure or artefact; 
its radiopacity makes it easily and quickly identifi- 
able—whether you use fixed or portable X-ray equip- 
ment, with or without a Bucky-Potter diaphragm. 


The blackness of the barium telltale shows through 
covering folds of gauze (see sketch), and makes every 
Curity Radiopaque sponge readily identifiable in the Every Curity Reivers sponge contains 


4 . cd a rectangle of crinoline impregnated with 
operating room without unfolding. barium. The barium element has these 


. ° advantages: 

If you use Curity Radiopaque Sponges and ABD e CAN BE SEEN clearly with portable or fixed 
packs routinely in your operating room, it is easy to X-ray equipment 

settle the problem of unaccounted-for sponges. For aa aes ele eS oe and 
X-ray will determine whether a Radiopaque sponge IS VISIBLE IN HANDLING. Black color shows 
is in the patient or not. Give Curity Radiopaque Pg cP ago . iia 

° y Curity iopaque Sponges give 

sponges a trial and see for yourself. unuitskshle entiation 


Products of : 
e 


Division of The Kendall Company, Chicago 16 


RESEARCH TO IMPROVE TECHNIC...TO REDUCE COST 
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CHECK THESE 
FACTORS 
IN PRESSURE 
STERILIZATION 





X 


STEAM PENETRATING TO 
CENTER OF BUNDLE 
PACKS 


[x] 


GAUGES AND RECORDER 
READING CORRECTLY 





























TIME AND TEMPERATURE 
ADEQUATE 


Diack Controls have been 
checking these factors and 
assuring positive sterilization 
for 38 years. 











the general theme, the christian 
approach to community health 
service. Dr. Hawley really preach- 
ed a sermon on the spiritual val- 
ue inherent in the voluntary ap- 
proach to our health problems. 

Dr. Lahey suggested that Dr. 
Hawley missed his calling. The 
general should have been:a cler- 
gyman. I used the Ionia Hospital 
colored slides in my talk on coor- 
dinating the hospital system. I 
think it is about time I filed them 
away permanently. 

It is an inspiration to stand be- 
fore a large audience of sisters. 
It bolsters morale considerably to 
see so many people whose lives 
are devoted to unselfish service 
to humanity when there. are so 
much selfishness and discord in 


the world. 
zk*kk 


The first meeting of the Upper 
Midwest Hospital Conference was 
an interesting experience because 
it was the third time I had par- 
ticipated actively in the birth of 
a regional conference. The other 


_ two were the Southeastern and 


the Carolinas-Virginias years ago. 

President Nellie Gorgas and her 
associates were on the anxious 
seat to the very end when the at- 
tendance at the closing banquet 
far exceeded expectations. 

Dr. Charles Mayo, able son of 
a world-famous father, and I ex- 
pounded upon the general theme 
of the role of the hospitals in a 
free society. No definite topic was 
assigned to either of us, and since 
I was called on to speak first, I 
unwittingly proceeded to steal his 
thunder which I regret very much. 
There is a saying about great 
minds ... ! I am certain the 
doctor would have discused the 
subject at length much more ef- 
fectively than I did. 

We were pleasantly surprised 
at the opening session to have 
Minnesota’s governor, Luther 
Youngdahl, display such an amaz- 
ing comprehension of the nation’s 
health problems. I immediately 
suggested that the American Hos- 
pital Association had the wrong 
man for president. Analyzing the 
situation later, I reached the con- 
clusion the governor’s education 
stems from a very effective pub- 
lic relations program carried on 


by the Minnesota Hospital As:o- 
ciation, in cooperation with Art 
Calvin’s Blue Cross. I got the im- 
pression the sparkplug is a ret:r- 
ing young lady in Blue Cross, 
Margaret Regan. 

Other provincial and state as- 
sociations would do well to send 
emissaries to Minnesota to find 
out how it is done. 

Inclusion of Manitoba in the Up- 
per Midwest Conference reminds 
us that all too frequently in the 
United States we become so ob- 
sessed with our own difficult prob- 
lems that we are prone to forget 
Canada is an equal partner in 
this American Hospital Associa- 
tion. Saskatchewan may come in- 
to the conference later. Registra- 
tion went over 1,700, which is a 
very good start. 

The program dealt with pres- 
sing economic problems, includ- 
ing the role of Blue Cross in solv- 
ing them, construction under Pub- 
lic Law 725 (including the Ionia 
Hospital colored slides), public re- 
lations, and numerous special ses- 
sions for department heads. 

Mrs. Morris Fishbein stirred up 
great enthusiasm among women’s 
auxiliaries. She is general chair- 
man of the committee promoting 
a national organization at the As- 
sociation’s fiftieth anniversary 
convention in Atlantic City. 


KK * 

A report on the efficiency of 
hospital administrators: Six of 42 
persons at a public relations in- 
stitute had heard of the nurse re- 
cruitment literature; three of 115 
at a housekeeping institute had 
heard of blanket standard CS 136- 
46 and three knew there was a 
Bacon Library; two of 57 at a 
purchasing institute were famil- 
iar with the simplified list of hy- 
podermic needles and five of 41 
at another purchasing institute 
knew about simplification and 
standardization of supplies and 
equipment. About three weeks be- 
fore a public relations institute, 
eight public relations directors 
wrote to the American Hospital 
Association to find if one was be- 
ing held. 
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A Specialized 


(SERVICE PROVIDED 
IN YOUR 


HOFFMAN SURVEY 


EXPERTLY PLANNED FOR THE EXACT 
NEEDS OF EVERY SIZE AND TYPE ie 
OF INSTITUTION - — 


Be sure of maximum economy in your new or 
modernized laundry with a HOFFMAN Sur- 
‘nl This valuable service has been proved by . 
undreds of institutional laundry installations & 
planned by Hoffman layout engineers. Oe os gee 


With their extensive experience these Hoff- 
man specialists can help you to save floor - WRITE FOR YOUR COPY 
space, save time and labor, save linen, and eM AT, OF THIS PREVIEW 
save fuel and supplies. Their practical advice be i } BOOKLET 
covers every essential of successful laundry |e 
operation. Increased production, without in- 
crease in floor space, is very often made possi- 
ble by their comprehensive analysis and plans. 
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50 Bed General Hospital 

(Laundry area: 2212’ x 3312’) 

Minimum weight handling in a functional ar- 
rangement for a small floor space. 


If you are now considering modernization 
of your present laundry—or planning a com- 
pletely new layout, a call to Hoffman will FREE—NO OBLIGATIO 


bri i i i i. A new 16-page booklet that Three full pages of layout 
ng this auEvey Ove viCe. There is no obli describes “Hotiman institu- information and plans. A 


gation. tional laundry equipment hardy, helpful reference. 
and services. 
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1.S. HOFF TUISAEMATE 
me e 111 Fourth Ave.,NewYork 3, N.Y. 


INSTITUTIONAL LAUNDRY DIVISION © BRANCHES IN ALL PRINCIPAL CITIES 
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Service From 


MEDICAL RECORDS 


How long should a hospital keep case 
records on file? 

The House of Delegates of the 
American Hospital Association 
approved a policy on preservation 
of medical records in 1947.* This 
says that records generally may 
be considered to have served their 
purpose after 25 years, except as 
may be specifically prohibited by 
state law. A copy of the approved 
resolution may be obtained by 
writing to the Council on Profes- 
sional Practice, 18 E. Division 
Street, Chicago 10. 

Where storage space is limited, 
many hospitals microfilm their 
medical records. This of course 
permits operation of the medical 
record library in very limited 
space. Additional information on 
microfilming medical records will 
be provided by the Association 
on request.—Dr. CHARLES T. DOLE- 
ZAL. 


STAFF ADVANCEMENT 


In order to have a first class staff, should 
the board of trustees require that men seek- 
ing advancement confine their work to their 
chosen specialties and be members of one 
of the specialty boards? 

There has been a great deal of 
discussion about whether staff ad- 
vancement requires membership 
on one of the specialty bcerds. 
Officially all of the medical as- 
sociations are very definitely on 
record that such membership 
should not be a rigid requirement, 
but that advancement should be 
based on required competence. 
In many instances this might re- 
quire a demonstration of ability 
equal to the requirements for spe- 
cialty board certification. 

I think this is a difficult admin- 
istrative procedure for boards of 
trustees. With specialty board cer- 
tification readily available to the 
properly trained physician, the 
board normally might expect that 
physicians who could so qualify 
would do so. Such qualification 
would have marked bearing on 
staff advancement. 

There is a further question 
whether men seeking advance- 
ment should confine their work to 
their chosen specialty. Here the 
board has definite responsibility 
to see that staff members per- 
form only those services for pa- 
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eadquarters 


tients which they are competent 
to perform. I realize this state- 
ment is not the whole answer, 
since it leaves a need for defini- 
tion of competence. Here prece- 
dent in other good hospitals and 
advice from the medical staff 
committee should give the board 
the needed information.—GEORGE 
BUuGBEE. 


INTERN APPOINTMENT 


May a hospital distribute literature de- 
scribing its internships and, along with the 
literature, applications, at any time before 
October 15, 19487 May the hospital ze- 
quest that completed applications be re- 
turned before that date? 

Literature and application 
blanks may be sent to prospective 
interns at any time. As stated in 
the second paragraph of the ap- 
proved plan for uniform intern 
placement, applicants may be in- 
terviewed by the hospital intern 
committee at any time. In accord- 
ance with provisions of the plan, 
hospitals may not request com- 
pleted applications before October 
15, at which time credentials will 
be sent to all hospitals. 

The intern plan is discussed in 
detail on page 85 of the March 
issue of HOSPITALS.—DR. CHARLES 
T. DOLEZAL. 


SAMPLES 
Should the bidder or purchaser pay for bid 


samples? 

A number of factors determine 
who shall pay. It is common prac- 
tice, however, for the tenderer to 
pay if (1) the order on which he 
is bidding is of considerable size, 
(2) the cost of the samples is not 
high, or (3) the samples are not 
destroyed or made unfit for sale 
by their examination and can be 
returned.—LEONARD P. Goupy. 


RH TESTING 


At a recent medical staff meeting we dis- 
cussed the desirability of determining Rh 
titers on pregnant patients because of the 
possibility of an  erythroblastotic child. 
Should titers be done and should a preg- 
nancy be interrupted (Cesarean) or allowed 
to go to term? 


The present consensus is that 
Rh testing should be a routine 
antepartum test. Routine titra- 
tion for the Rh factor and testing 
for antibodies in the serums of 
those negative patients who have 


Rh positive husbands is advis- 
able. A history of previous bl od 
transfusions is important. 
Artificial termination of preg- 
nancy probably is unnecessary 
when Rh antibodies first appzar 
less than 10 weeks from term. It 
probably is useless when they ap- 
pear more than 15 weeks from 
the time selected for induction of 


: labor. 


The termination of pregnancy 
by conservative means and the 
prompt transfusion of an anemic 
child at birth should result in a 
higher survival of infants only in 
that small group of mothers 
wherein antibodies appear for the 
first time 10 to 16 weeks before 
the estimated date of confine- 
ment. Beyond that period, any at- 
tempt to reduce exposure to 10 
weeks or less probably would re- 
sult in the loss of the child from 
prematurity or from a combina- 
tion of prematurity and erythro- 
blastosis. 

Specific information about the 
technical aspects of Rh factor and 
antibody testing can be secured 
from the American Association 
of Blood Banks, 3301 Junius 
Street, Dallas 1, Texas. — Dr. 
CHARLES T. DOLEZAL. 


SURPLUS HOSPITALS 


Is it possible for our community to pur- 
chase our hospital, which was built under 
the Lanham Act, for a nominal sum? 

The Federal Works Agency re- 
ports that none of the hospitals 
constructed under the Lanham 
Act during the war and leased to 
communities have been sold for 
nominal sums. Although legisla- 
tion has been proposed to permit 
donation of a hospital to the com- 
munity, it has not received favor- 
able congressional action. 

By the end of April, 127 hospi- 
tals had been sold by FWA to 
the communities for which they 
were built. Thirty-seven remain 
unsold. The average recovery on 
these hospitals, most of which 
were constructed between 1942 
and 1945, has been 30 per cent 
of the original cost. 

In negotiating for disposition of 
these hospitals, several factors 
are considered. The first is type 
of construction. Is the building of 
permanent or temporary con- 
struction? What is its residual 
value to the community? 

Second, is the hospital built on 
land to which the: government 
holds title, or is it on land which 
has been leased for the purpose? 

Third, what is the ability of the 
community to pay for the hospl- 
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: In spite of the « current spiral of inflationary costs, 
TEL-O-SEAL CONTAINERS Hl plus Fenwal Equipment and Technics can 
For I.V. solutions. Permits rou- affect dr astic reductions in the cost of intravenous 


tine sterility check during stor- solutions for your hos ital. 
age period. Available in 350, : te P 


500, 1000, 1500 and 2000 ml. 


sizes. 
£A 4 FENWAL ASSURES SAFETY, 
- ACCURACY AND CONVENIENCE 
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Standardized equipment and technics which cover 
every phase of I.V. therapy; sterile water procedure; 
preparation. of antibiotics in solution. 

Specially designed Pyrex Brand glass containers 
from 75 ml. to 3000 ml. Six practical sizes that accom- 
modate interchangeable hermetic seals. 


-Reusable vacuum closures. 


POUR-0-VAC CONTAINERS 
For sterile water and saline 
technics. Available in 350, 500, 


1000, 1500, 2000 and 3000 ml. > 
shia. A background of 10 years of satisfactory operation 


in many leading hospitals throughout the world. 


Automatic washing and filling equipment and acces- 
sory apparatus. 


FENWAL offers to hospital pharmacists, by virtue 
of their scientific training, experience and position, 
the means of effecting substantial and immediate 
economies for affiliated hospitals . . . and in addition 

. the opportunity to enhance the prestige of their 
pharmacy services. 
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243 Broadway Cambridge 39, Massachusetts . 


* Fenwal representatives 
are equipped to. assist 
you in the selection, in- 
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tal? Effort is made to dispose of 
the property in a manner which 
will be in the public interest. 
Last, have substantial revenues 
been paid to the federal govern- 
ment under terms of the lease? 
If the rental has been substantial, 
consideration may be given to this 
factor.—ALBERT V. WHITEHALL. 


COMMUNITY FILMS 


Where can we get a film, for showing in 
the community, that explains the services 
and nonprofit purposes of our hospital? 


“You're the Doctor,” is a sound 


film illustrating the important part 
played by the hospital in commun- 
ity life and as an “investment in 
health.” It may be rented or pur- 
chased from the American Hospital 
Association in 18-minute, 16 mm. 
or 35 mm. sizes. The movie was 
produced particularly for showing 
throughout the community to civic 
groups, schools, theaters and - to 
hospital employees and auxiliary 
groups. “You’re the Doctor” also 
may be rented in a 10-minute, 35 
mm. sound version. 

For rental only are two other 
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e « « with your Present Method of 


INSECT CONTROL? 


Seeking a positive “hit-and-kill” way of solving your insect problem? 
The new WEST VAPOMAT—filled just once with West Vaposector 
Fluid* gives you “sure-fire” control of roaches and similar crawling 
insects within areas of 50,000 cu. feet. “Effective Kill” of flying insects 
in areas up to 100,000 cu. feet is also accomplished. 

The West Vapomat actually penetrates the ‘Hidden Breeding Places” 
in your building—its tiniest cracks and crevices. Completely automatic, 
economical, light and easy to operate—merely set time clock and plug 
into AC or DC outlet, no manual attendance required. 








A prompt, dramatic demonstration by one of West’s 
trained specialists will quickly convince you! MAKE US 
PROVE WHAT WE SAY! WRITE US ON YOUR BUSI- 
NESS LETTERHEAD NOW! 





fates? hi. 


infl ble, odorless and regular 





*West Vaposector Fluid is 


forms. Non-toxic as well as non-staining, West Vaposector Fluid is unsurpassed in 


insect killing efficiency and economy. 


PRODUCTS THAT PROMOTE SANITATION 


WES Pain 


42-16 West Street 
Long Island City 1, N.Y. 
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films. These are “As Others See 
Us,” which portrays the vital ‘ole 
played by hospital employees ii: in- 
fluencing patient opinion and (om- 
munity attitude, and “Hos; ital 
Auxiliary Film,” a silent color 
movie especially for hospital auxili- 
aries and women’s clubs. 

“As Others See Us” is available 
in a 15-minute 16 mm. sound ver- 
sion. The “Hospital Auxiliary 
Film,” which shows the various 
services of the Middlesex Hospital 
auxiliary, Middletown, Conn., may 
be rented in a 15-minute, 16 mm. 
size.—C. J. FOLey. 


VACUUM PUMPS 


What vacuum pump capacity and other 
mechanical facilities are required when in- 
stalling a suction system in hospitals? To 
what departments of the hospital should 
vacuum lines be furnished? 


Pumps normally used for suction 
systems are of the electrically driven 
centrifugal type and are designed 
to maintain a minimum of nine to 
15, inches of vacuum. Intakes in the 
various rooms are connected with 
bottle appliances by special valves 
to provide for fine adjustment. 

The following table, showing the 
cubic feet per minute, was worked 
out by Samuel R. Lewis, consulting 
engineer. It appeared in the Heat- 
ing, Piping and Air Conditioning 


Journal: 
Per cent of 
Simultaneous 


Department Cfm Use 





Laboratories 0 40 
Dental ! 20 
Operating room ‘ 100 
Single room or two- 

bed ward 
Surgical acute and 

single decompression 

(TB) 2.0 
Surgical recovery 

and anesthesia 1.0 
Eye, Ear, etc., 

operating 0.5 20 
Bronchography (TB) 1.0 100 

Mr. Lewis recommends supply- 
ing suction pumps in duplicate, 
each designed to handle at least 
two-thirds of the total peak de- 
mand.—Roy HUuDENBURG. 


SHEET STANDARDS 

Are sheets and sheeting made according 
to commercial standards available since the 
discontinuance of OPA? 

The American Standards As- 
sociation recently obtained ap- 
proval by the textile industry of 
standards for sheets and sheeting. 
Copies of these standards, which 
were sponsored by the American 
Hospital Association will be avail- 
able for distribution soon.—LEON- 
ARD P. GOoupDyY. 
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COMPLETE PROTEIN .. . Aminosol, Abbott’s partial acid hydrolysate 
of blood fibrin, contains all the essential amino acids in good nutritive 
balance. 1000 cc. daily, intravenously, will spare nitrogen loss to a 
significant degree . . . 2000 cc. will maintain nitrogen balance in a 70 Kg. 
man when given as the total source of amino acids. 


SAFE ... Aminosol is sterilized by autoclaving and biologically tested for its 
ability to promote growth and to maintain nitrogen balance, for absence 
of antigenicity and for absolute freedom from pyrogens. It is stable at room 
temperatures for 2 years or longer. 


EASY TO USE... Aminosol is supplied in 500 and 1000-cc. Abbott 
Intravenous Solution Containers, ready to use. Obtain added safety and 


convenience by using the sterile, disposable Venopak* equipment. 


*Trade Mark for Abbott’s Completely Disposable Venoclysis Unit 


Wherever protein deficiency accompanies 


surgical procedure, severe burns or 


gastrointestinal disturbances, 
depend on the efficiency and the safety of .. . CF acini ( ® 5 °/ 
0 


WITH DEXTROSE 5%. 


(Abbott's Modified Fibrin Hydrolysate 5% with Dextrose 5%) 


ABLOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 
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Do it right»... 


E22, 


as a special’ courtesy from your 
hospital, send every new mother 
home with a beautiful Hollister 
Birth Certificate inscribed with the 
name and picture of your hospital. 


Here is one of those small atten- 
tions that adds immensely to the 
cumulative good will of your hos- 
pital .. . and it Jasts.a lifetime. 


Begin now to dévelop a loyal 
“alumni group” among the infants 
born in your-hospital. 


Write for this portfolio giving full in- 
formation on Hollister Birth Certificate 
Service... and for 
samples of the 
many styles of Hol- 
lhister Certificates 
used byleadinghos- 
pitals nationwide, 


Franklin C. Hollister. 


ompany 
833 North Orleans St. / 
CHICAGO 10 





()pinions 


ON STRAPPING PATIENTS 


AFETY MEASURES used by hospi- 

tals when patients are moved 
vary greatly. The question of 
strapping patients to the stretch- 
ers or tables on which they are 
transported is discussed this 
month by four administrators. 
One advocates the use of straps; 
three have other ways of prevent- 
ing accidents while the patient is 
being moved: 


STRAPS PROTECT 
THE PATIENT 


AS AN ACCIDENT prevention 
measure, we believe that all pa- 
tients should be strapped to the 
stretchers and tables on which they 
are placed. This should be a re- 
quirement throughout the hospital, 
even though the patient is not to 
be transported from one location 
to another. 

With ever increasing employee 
shortages, this practice provides 
the hospital authorities with the 
assurance that patients are being 
protected from physical injuries 
that might result from falls. With- 
out such protection patients must 
be attended constantly. 

Medications used today fre- 
quently cause such reports as 
‘patient confused,’’ or ‘‘disorient- 
ed’”’ or “slightly irrational.’’ Such 
reactions tend to increase the haz- 
ard of falls. 

We in hospitals are inclined to 
expect patients to view equip- 
ment in the same casual offhand 
manner that we do. It is common 
for us to forget that stretchers 
and tables are much higher from 
the floor than the usual home fur- 
nishings used for reclining. This 
factor alone can instill fear in a 
patient to an alarming degree — 
sometimes to a point where he 
creates an additional hazard 
through his disturbed mental con- 
dition. Strapping will do much to 
eliminate this dangerous fear 
complex. 

At this hospital all stretchers 
and tables are equipped with a 
simple, inexpensive, yet efficient 
and attractive belt. It is construct- 
ed and attached by the mainten- 
ance department. The following 
materials are all that are used to 
provide adequate straps for each 
unit: 34 inches of white canvas 


webbing, 3% in. wide; 42 inches 
of olive green belting, 1% in. 
wide; one end tab for 1%-in. belt- 
ing; one self-locking buckle, 2 in.; 
six 3/16-in. stove bolts, and six 
copper rivets and burrs. 

The 3%-in. webbing is tapered 
to a point at each end, and about 
38 inches of the 1%-in. belting is 
‘riveted to one end with three cop- 
per rivets. The end tab is placed 
on the free end of the narrow belt- 
ing. The self-locking buckle is at- 
tached to four inches of 1%-in. 
belting and riveted to the other 
end of the wide webbing. This pro- 
cedure produces a belt approxi- 
mately 70 inches long. 

Three holes are drilled in the 
bed of the stretcher on each side 
near the outer edge, and the strap 
is bolted to the stretcher bed on 
top by running the strap under- 
neath. Care should be taken to 
have the straps placed uniformly 
about 28 inches from the head end 
of the stretcher so that the strap 
will come across the average pa- 
tient’s thighs. Straps also should 
be bolted to provide a maximum 
amount of the wider webbing for 
the actual contact with the pa- 
tient. 

We estimate that the entire cost 
of the materials used in the con- 
struction of each stretcher strap 
will not exceed $2.—F. C. CURRAN, 
director, Eastern Maine General 
Hospital, Bangor. 


THE DECIDING FACTOR 
IS SAFETY 


THE DECIDING FACTOR in the ques- 
tion of whether patients should be 
strapped to stretchers is, of 
course, their safety. It is up to the 
individual hospital management 
to form its own judgment of 
whether safety can be provided 
by attendants, or if stretcher 
strapping also is necessary. _ 

If a hospital does not strap its 
patients, it may use other means, 
such as mummification, to pre 
vent arms and legs from dangling 
over the sides of the stretcher. It 
undoubtedly will be found that the 
practice regarding strapping var- 
ies greatly between hospitals. 

At this hospital we do not strap 
patients to stretchers. We require 
two attendants to accompany ev- 
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Contributing to the leadership established and maintained through suc-. 
cessive years of engineering research and development, perhaps no 
units of equipment better exemplify the progress made in simplified, 
precision operation, safety and trouble-free performance than— ; 








American STERILIZERS 


for the 


FOR UTENSILS AND HEAVY INSTRUMENTS 


WATER STERILIZERS 
Provides for complete utilization of avail- 


Featuring a simplified system of operation 
whereby the steam supply for each reservoir 
is controlled by a single valve. Each reser- 
Voir is also equipped with an automatic pres- 
sure regulator which controls water tempera- 
ture within a total range of 3°. A readily 
accessible steam strainer serves to collect 
any sediment from steam thus preventing 
the clogging of valves and coils. Single or 


able power and automatic control of rate 
of heating. Features the “American” engi- 
neered EXCESS VAPOR REGULATOR 
which avoids losses normally sustained 
through the creation and disposal of excess 
steam. Formation of scale on load or steril- 
izer proper is dramatically reduced. No vent- 


, ing system is required for the unit. 


double reservoir units are available in capa- \ 2 6 SS : e 


cities of 10, 15 and 25 gallons. — | ALL UNITS ARE FABRICATED OF 
“ i — MONEL ... the durable, corrosion- 
resistant metal proven superior for 


bo sterilizer construction. 
FOR DRESSINGS, e 


INSTRUMENTS AND SOLUTIONS 


Featuring the “American” engineered POSI- yall pBLe 
TIVE LOCK safety door which prevents pre- | 1S A 

mature opening of door before pressure is UNI P RATION TY 
exhausted. ... A single dialed valve which FOR OF eLecTRIC! 
controls the complete sterilizing cycle, thus AS ° 

minimizing the potentials of error and con- 

fusion that exist when multiple valves must 

be operated to accomplish desired results. 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND ionic 


JULY 1948, VOL. 22 














On a trip back to the home office last 
week, I ran into an awfully sad look- 
ing doctor in the club car one. night. 


It seems he had a beautiful case 
of hives—and he was itching like 
crazy. Couldn’t sleep — couldn’t sit 
still without scratching. Well — he 
had a sympathetic audience (I get 
hives from horses!) So I dug around 
in my briefcase, and came up with 
some Cutter Dermesthetic Ointment. 
(Imagine J prescribing for a 
doctor!) 


If you think I’m going to say it 
cured his hives, you’re wrong. This 
ointment isn’t designed to cure any- 
thing — except the itch. That’s just 
what it did in his case, but fast — 
and did it last! Instead of scratching, 
he propped his feet up for a two- 
hour bull session. Meanwhile, the 
bacteriostatic ingredients were tak- 
ing care of any secondary infection 
his scratching might have started. 


Only a doctor who has itched him- 
self knows how grateful patients can 
be for relief like this. Dermesthetic 
Ointment has an over-lapping action, 
with benzyl alcohol for quick relief 
— phenol for intermediate relief — 
and benzocaine for prolonged relief. 


The profession reports that it 
works fine on poison oak and ivy, 
insect bites, irritants in industry or 
rashes at home. When you stop to 
think how doggone many things cause 
so-called “pruritic conditions,” you get 
a faint idea of how handy Dermes- 
thetic Ointment can be. Patients like 
it, too, because it’s greaseless, won’t 
stain, and requires no bandaging. 


If you’d like a sample, drop Cutter 
a line—or ask your detail man on 
his next call. 


yw 


(Cutter Detail Man) 


Cutter Laboratories © Berkeley 1, Calif. 











ery patient returning from the 
operating room or from the de- 
livery room. 

The only circumstances under 
which we anticipate strapping a 
patient would be if a mentally 
disturbed person could not be 
controlled by a reasonable num- 
ber of attendants. —RicHarp J. 
HANCOCK, administrator, Law- 
rence and Memorial Associated 
Hospitals, New London, Conn. 


RESTRAINING STRAPS 
ARE NEVER USED 

STRAPPING HAS NOT BEEN a prob- 
lem at our hospital. The use of 
restraining straps on wheel 
stretchers or tables’ never has 
been followed. 

It was decided from the begin- 
ning of our hospital service in 1926 
that other precautions should be 
taken. We believe that strapping 
patients as they are_ started 
toward the treatment, examining 
or operating room has a poor 
psychological effect. It has a ten- 
dency to make patients fear that 
what is coming will be uncom- 
fortable or painful, and that they 
must be restrained and forced to 
undergo the experience. All ex- 
planations of the nurse or attend- 
ant cannot alleviate that fear. 

Attendants must be. informed 
about the construction and action 
of wheel stretchers. There are two 
kinds: One with two wheels rigid 
and two swivel; the other with all 
four wheels swivel. Both have 
their own special uses but must 
be handled differently. 

The stretcher with two swivel 
wheels is the only one that ever 
should be used by one attendant, 
and then some binding or straps 
should be used. We make an ex- 
tra fold in the blanket and tuck 
it over the patient’s arms and un- 
der the pad of the stretcher. 

Our rule always is to move seri- 
ously ill or operating room pati- 
ents with two people in charge. 
This is the best safety precaution. 
It saves the patient from anxiety 
and from bumps through misguid- 
ing. Two persons also are needed 
if the stretcher has to be lifted 
when an elevator does not level 
accurately. 

Another system followed for 
maternity, orthopedic and many 
surgical patients is to bring the 
bed to the department. The pa- 
tient is placed in the bed. If a 
transfusion or intravenous injec- 
tion is necessary, it is started 
there at once and a device for 
sustaining the bottle is attached 
to the bed. THis procedure lessens 


the danger of shock, keeps the pa- 
tients in much better condition 
and eliminates the lifting and ad: 
justing from cart to bed again. 

In brief, aides, orderlies and 
nurses should be instructed thor- 
oughly in the use of wheel streich- 
ers. Two people always should be 
in charge—one of whom should 
be experienced. The fold and tuck 
of the blanket is better than spe- 
cial restraining devices. — E. C. 
McDaDE, superintendent, Bryan 
Memorial Hospital, Lincoln, Neb. 


OTHER SATISFACTORY 
PRECAUTIONS 


STRAPPING PATIENTS to stretchers 
or tables while in transit is not 
done at this hospital. This is be- 
cause we do not admit mentally 
ill patients and because we feel 
the procedure is a little too severe 
to be used on the patients admit- 
ted. Although we do not use such 
a procedure, we do take every 
precaution to see that patients are 
handled carefully so that no mis- 
hap occurs. 

In transporting a conscious pa- 
tient from one department to an- 
other, the nurse in charge ‘sees 
that he is safely placed on the 
stretcher. His arms are folded 
across his chest and covered by 
the folds of the blanket. This is 
done to prevent any injury to his 
elbows as the stretcher is taken 
in and out of doors. 

Sedation before surgery makes 
some patients restless or disori- 
ented. Special care is taken so 
that such a patient does not fall 
from the stretcher. Two sheets 
folded lengthwise are placed one 
across the chest and the other 
across the knees. The ends of the 
sheets are tucked under the heavy 
padding on the stretcher and are 
held in place by the weight of th 
patient’s body. : 

Another special technique is 
used for patients who become 
restless from sedation while being 
transported to and from the de- 
livery room. The arms are placed 
alongside the body, and the body 
is securely wrapped with the ends 
of the sheet on which the patient 
is lying. 

Regardless of the type of re 
straint we use in transporting the 
patients, no one is left alone on 
the stretcher. The nurse accom- 
panying the patient stays with 
him until he is ready to be taken 
care of by the various depart- 
ments. -- CHARLES A. LINDQUIST, 
superintendent, Sherman  Hos- 
pital, Elgin, IU. 
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CUTTING INDIGENT CARE LOSSES 


A Four-Year Campaign for Higher Reimbursements 


ae HOSPITALS TODAY are paid 
- costs by state and local gov- 
ernments for patient care fur- 
nished wards of the public. The 
reason is, too often, that they do 
not demand what is rightfully 
coming to them. If these hospi- 
tals expect to continue to operate, 
they must be compensated for all 
service they render, either by the 
patient directly or indirectly from 
insurance or public funds. 

The administration of the Ed- 
ward W. Sparrow Hospital for 
four years proceeded on a firm 
course to get a cost return on 
public-care patients. This persis- 
tence has paid off. 

Ten years ago, when I first 
came to Edward W. Sparrow Hos- 
pital, the county Board of Social 
Welfare paid an all inclusive rate 
of $3.50 a day for the care we gave 
to each indigent patient. Today it 
pays us $11. This reimbursement, 
though still not approaching our 
per diem cost, is one of the big 
reasons why we do not have a 
deficit today. 

We had to fight for that increase 
of $7.50. It took a lot of persis- 
lence, determination and legal in- 
vestigation. We even started to 
prepare a court case. But by show- 
ing that we meant business we 
succeeded in winning a major 
concession out of court. 

Just how important these in- 
digent payments are can be seen 
by examining the breakdown of 
wr patient load. In 1947, a year of 
tesperity, 9 per cent of our pa- 
lients were the responsibility of 


_— 
a paper presented by Mr. Fausey 


From 
: the.” Tri i-State Hospital Assembly at Chi- 
80, May 3-5. 


WLY 1948, VOL. 22 


GLEN W. FAUSEY 


DIRECTOR, EDWARD W. SPARROW HOSPITAL, LANSING, MICHIGAN 


some government agency. This 
figure is high enough, but chang- 
ing conditions can make it go 
much higher. Thus, by winning 
our increase today we may have 
saved ourselves future trouble. 

A $3 a day rate, which was be- 
ing paid on July 1, 1938, had been 
in effect since 1931. On that date 


we were able to get an increase. 


to $3.50 a day. In December, 1940, 
it was brought up to $4.25. One 
year later, after considerable 
dickering, maneuvering and dis- 
cussion, the rate was increased 
until July 1, 1942, to $5 a day. 


For two years we went along 
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In 1948 the hospital's persistence was 
rewarded. It won a significant increase 
in the per diem payment rate. 











complaining about our losses on 
indigent patients, but we still were 
not able to get an increase. Many 
meetings were held but they 
availed us nothing. 

Finally, after much talking and 
little action, the county Board of 
Social Welfare sent us a notice 
that the rate for care of its cases 
would be’ $6.50 a.day. The new 
rate went into effect on that date 
—June 1, 1944. 

Our cost at that time being con- 
siderably higher than $6.50, we 
decided that the rate was not ac- 
ceptable to us. The welfare board 
was so advised. The period from 
June 1, 1944, to May 15, 1946, saw 
us without a contract, even though 
we rendered service to many in- 
digent patients. The welfare board 
recognized these patients as its 
responsibility. We were compen- 
sated, however, only at the $6.50 
per diem rate. 

During this time many thou- 
sands of dollars in patient charges 
accumulated. Each month we 
billed the Board of Social Welfare 
on each patient as he was dis- 
charged. We charged our regular- 
ly published rates. The board 
would remit at the $6.50 rate. The 
difference between our regular 
charges and the $6.50 payment for - 
each day was entered by us in 
our accumulative record. 

A total of all of the outstanding 
balances shown by this record for 
the period (two weeks short of 
two years) was made, and we 
forwarded it to the county Board 
cf Supervisors for payment. This 
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bill amounted to several thousand 
dollars. 

In the meantime a contract was 
drawn up between the county and 
other hospitals in the area. This 
contract, covering the year of 
May 15, 1946, to May 15, 1947, 
raised the county-to-hospital re- 
imbursement rate to $8.90 a day. 
We accepted this for one year. 

On May 15, 1947, we were with- 
out a contract again since we 
could not agree to a below-cost 
rate. During the summer and fall 
of 1947 the county Board of Super- 
visors was asked to pay our claim 
covering the period between June 
1, 1944, and May 15, 1946. We 
wanted the county to pay that 
sum which the welfare board had 
refused to pay from its own funds. 
This was the difference between 
the non-contractual rate of $6.50 
and our established charges. 

After several sessions of heated 


discussion the Board of Super- 
visors requested the prosecuting 
attorney to obtain an opinion from 
the state attorney general on the 
county’s liability in such a case. 
On January 5, 1948, the attorney 
general announced his opinion 
that the county could be held li- 
able. 

In spite of this, the Board of 
Supervisors voted not to pay the 
claim. We were so advised. The 
board of trustees of our hospital, 
encouraged by the opinion, gave 
our attorney the authority to pre- 
pare the case for court if neces- 
sary. At a joint meeting the hos- 
pital’s board of trustees advised 
the county Board of Social Wel- 
fare of this action. It told the 
Board of Social Welfare that it 
would like to keep the case out of 
court and if possible settle the 
matter peaceably. 

Out of this very friendly meet- 
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A Decision for Hospitals 


THE ATTORNEY GENERAL of the State of Michigan, in Opinion No. 
258, ruled that a county is liable for the expense of hospital service 
for indigent patients. His opinion was based on the Afflicted Adults 
Act, No. 267. These were the major points in his decision: 

& & 

1. The Ingham County Department of Social Welfare is not an 
independent contracting agency but only an agent of the county. 
Since all its actions are subject to approval of the county Board of 
Supervisors, it is capable of creating liability on the part of the 


2. The county Board of Supervisors has the power to override the 
disallowance of a claim by the Board of Social Welfare. It can then 
direct the county treasurer to pay claims with money from the social 


welfare fund. & & 


3. Claims for hospitalization under the act are properly chargeable 


against the general funds of the county if the money allocated by 
the county to the social welfare fund is insufficient to cover the 


& & 

4. The Board of Supervisors must either allow or disallow hospital 
claims. When the board takes such action it is possible for hospitals 
to appeal the decision to the circuit court. 


& 


5. Either the Department of Social Welfare or the Board of Social 
Welfare may be sued without naming the county. If relief is sought 
against the county, however, the county must be named. 

6. When any indigent patient is sent to a hospital by the Depart- 
ment of Social Welfare, the county is liable to the hospital for ex- 
penses incurred under the provisions of the act. 

















ing came a resolution from the 
Board of Social Welfare to the 
Board of Supervisors. It recom. 
mended: 

1. That the claim as filed by the 
hospital be paid. 

2. That the hospital be compen- 
sated for the care of indigent pa- 
tients entering the hospital be. 
tween May 15, 1947, and February 
1, 1948, at the rate of $8.90 a day. 

3. That, as of February 1, 1948, 
and continuing for one year, a 
contractual agreement be entered 
into by the hospital and the county 
at a per diem rate of $11. 

The Board of Supervisors agreed 
to these recommendations. While 
we recognize that $11 a day does 
not approach our per diem cost, 
we established a precedent which 
may be effective in the future. 


The Goal 


From now until the time this 
contract is terminated, we are 
going to attempt to educate the 
county officials through personal 
contacts and publicity, about the 
value of the government reim- 
bursable cost formula now being 
used by some state and federal 
agencies. 

An alternative is to use an es- 
tablished fixed rate for a period 
of one year and readjust that 
figure on the basis of cost, the re- 
adjustment being made retro- 
active at the beginning of the 
year. In such cases where the per 
diem cost is reduced to a point 
below the rate established for the 
year, it might mean a refund to 
the governmental agency. Even 
though this plan is workable, I do 
not favor it. 

I believe the federal govern- 
ment’s reimbursable cost formula 
should be used in our future 
agreements with local govern- 
ment agencies. 

Whenever hospital care is con- 
tracted at less than cost, the pri- 
vate pay patient must bear that 
portion not paid for by the con- 
tracting agencies. 

Hospitals must keep solvent. In 
the face of ever rising costs our 
one hope for keeping out of the 
red is to see that hospitals receive 
per diem costs for the care they 
give to indigents. 
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AN EMPLOYEE PROGRAM PAYS OUT 


In a 200-Bed Hospital, a Fulltime Project 


OST LARGE HOSPITAL adminis- 

trators readily admit the need 
for a personnel department. Those 
in many medium and small hospi- 
tals, however, have expressed 
doubt that their institutions can 
give a personnel department 
enough to do. The experience of 
the medium-sized Boston Lying- 
in Hospital (229 beds, 216 bassi- 
nets) shows that a personnel de- 
partment can offer a_ fulltime, 
valuable service. 

The personnel department, con- 
sisting of the personnel officer and 
her secretary, was established at 
the Boston Lying-in Hospital on 
June 24, 1946. This action followed 
one of the chief recommendations 
made by a Boston personnel con- 
sulting firm which had surveyed 
the hospital. Previously, hiring 
and all other employee problems 
had been handled by the depart- 
ment heads with help furnished, 
when necessary, by the adminis- 
trative department. As set forth 
by the hospital’s director, the pur- 
pose and aims of the new depart- 
ment were: 

1. Centralized recruiting and 
screening of applicants. 

2. Increase in employee effici- 
ency through : (a) Skillful selec- 
tion of employees, (b) effective 
job training, (c) efficient use of 
each employee’s talents and skills, 
and (d) a sound employee health 
program. 

3. Decrease in: (a) Labor turn- 
over (annual turnover in 1945 was 
140 per cent where it should not 
have been more than 25 per cent), 
(b) waste and damage of hospi- 
tal supplies and property by dis- 
gruntled and inefficient employ- 
ees, and (c) absenteeism. 

4. Improvement in hospital pub- 
lic relations through: (a) More 
Pleasant, more efficient service 
to the patients and employees, and 
(b) realization by employees that 
“Boston Lying-in Hospital is a 
800d place to ‘work!”’ 

Naturally, much remains to be 
done before these goals can be 
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fully achieved. The process of at- 
tainment is continuous; it does not 
come all at once, nor does it stay 
for long if efforts which led to 
the attainment are relaxed. How- 
ever, we feel that we have had 
definite, tangible results. 

Centralized recruiting and 
screening of applicants is now 
routine, with the department head 
having the final say on the hiring 
of applicants sent to his office. 
Adequate records now are kept 
on all employees. Service record 
cards are made out when new 
workers are employed and are 
kept up to date as a current rec- 
ord of each worker in the hospi- 
tal. A systematic wage review is 
made for each worker every six 
or 12 months, the interval depend- 
ing on the wage scale for his job. 

Job instruction sheets and indi- 
vidual work schedules already had 
been used in the dietary depart- 
ment. They now have been made 
out for use in the housekeeping 
department, too. The dietary de- 
partment also had annual chest 
x-rays for new employees. 


MN 


OUTSIDE entrance of the personnel office 
is readily located by applicants for jobs. 


For the better orientation of 
new workers to their own jobs 
and to the work being done in all 
departments of the hospital, we 
have arranged a weekly orienta- 
tion tour for all new employees. 
This includes a short talk by the 
personnel officer or director on 
the history of the hospital, and a 
tour of the hospital. An employ- 
ees’ handbook of rules and infor- 
mation about the hospital has 
been approved and published. 

One of the major achievements 
of the year has been the estab- 
lishment of a 40-hour, five-day 
week for those departments where 
the employees can do their work 
in those hours without cutting 
down on service or adding extra 
help. To date this has been ac- 
complished in all of the hospital 
departments except for the house- 
keeping, dietary and nursing 
services. 

This system was based on a re- 
quest from a group of office sec- 
retaries. They helped draw up the 
new work schedules and contrib- 
uted to the planning necessary 
for the changeover from the 514- 
day, 4144-hour week that had been 
standard in most of their depart- 
ments. 

We think that all this extra work 
by the personnel department has 
paid dividends. Annual turnover, 
though still high, dropped from 
140 per cent in 1945 to 113 per cent 
in 1946. 

Departmental turnover, in some 
cases, has dropped even more 
dramatically. In ancillary nurs- 
ing, the monthly turnover figure 
dropped from 28.3 per cent in July 
1946 to 3.5 per cent in July 1947. 
In the laundry. department during 
the same period, it dropped from 


- 31.6 per cent to 7.4 per cent, and 


it is still dropping. This drop in 
turnover in turn has lowered labor 
costs. 

The caliber of our employees 
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has improved immeasurably. Now 
we can say honestly we are glad 
to acknowledge each one of them 
as a member of our _ hospital 
family. 

Such a reaction is fundamental 
to good public relations. Also, the 
fact that good employees are be- 
ing attracted to the hospital and 
are staying with us means better, 
more efficient service to doctors, 
nurses and patients alike. 

Our personnel department has 
contributed in a concrete way to 
all these improvements. This con- 
tribution can be clarified by de- 
scribing, in some detail, the duties 
it has assumed since the office 
was established. These duties, or 
functions, are not meant to be 
rigidly defined. Since each hos- 
pital has different needs, no one 
list designed for a single hospital 
can cover all the needs of others. 

This list does show, though, that 
no personnel department should 
be compelled to spend its time 
exclusively on employment. The 
training, welfare and happiness of 
the worker after he has been em- 
ployed is just as much a part of 
personnel work as the old-fash- 
ioned concept of ‘‘hiring and fir- 
ing.”’ 

The ‘personnel office also should 
act as a staff advisor to the ad- 
ministrator in matters pertaining 
to employee policy. The director 
who does not consult the person- 
nel office on matters of policy is 
not using the department to its 
fullest advantage. 

The following is a summary of 
what the personnel office has 
done at the Boston Lying-in Hos- 
pital since June 1946, and of what 
we hope to do in the future. We 
hope it may be helpful to others 
who are starting or thinking of 
starting personnel offices in their 
own hospitals. 


Location 


The first job of the personnel 
department of Boston Lying-in 
Hospital was to find suitable 
quarters. We chose a basement 
room which formerly had been a 
locker room. 

It had several advantages. 
First, it was large enough to be 
partitioned into inner and outer 
offices, one for the personnel offi- 
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annual labor turnover rate at -Boston 
. Lying-in Hospital. — 








A fulltime ‘personnel department cuts the — 








cer, the other for a waiting room. 
The privacy of a separate office 
is essential for any kind of satis- 
factory interviewing or counsel- 
ing. Second, the offices are locat- 
ed next to an outside stairway. 
Since this stairway is just to the 
left of the main entrance, the per- 
sonnel office is easy to find. 

Applicants do not have to pass 
through clinic rooms or visitors’ 
lobbies in order to apply for a 
job. The basement location also 
has an advantage which was un- 
foreseen. Workers from the serv- 
ice departments, most of which 
are in the basement, seem to feel 
free to drop into the personnel of- 
fice to discuss their private or 
work problems. 


Centralized Employment 


One of the primary reasons for 
setting up the personnel office 
was to centralize recruitment and 
employment. 

Centralized employment, with 
the department heads doing the 
final hiring, has many advan- 
tages. Having one office do all the 
preliminary interviewing and 
screening means that unsuitable 
candidates can be_ eliminated 
without wasting department 
heads’ valuable time. 

For example, 10 men may re- 
ply to a single advertisement for 
kitchen help. The personnel office 
interviews and gets references on 
all of them, but sends only the 
best one to the dietitian for her 
final approval. 

Another reason for centralized 





hiring is that an applicant may 
be adapted to several types of 
work in the hospital. If the job 
for which he applies has been 
filled, the personnel office knows 
the other openings for which he 
may be suited. We get some of 
our best workers this way. 

Under our present system, de- 
partment heads file requisitions 
for help with the personnel office. 
The personnel office recruits or 
calls in applicants and interviews 
them for the job. We tell appli- 
cants about the duties, wages and 
hours of the job in question. Work 
references are obtained from a 
former employer. 

The final hiring is always done 
by the department heads, even 
though individual department 
heads vary in the amount of se- 
lection they leave to the personnel 
office. Occasionally all the appli- 
cations are discussed with the de- 
partment head before any choice 
is made. Some department heads 
prefer to see two or three appli- 
cants for each job; others ask the 
personnel office to send along only 
the best qualified applicant for 
final approval. 


References 


The personnel office tries to 
check references on all applicants 
before they are hired. This means 
that we lose some of these appli- 
cants who will not wait for us to 
do the checking. Our department 
heads, however, would rather run 
this risk than hire someone who 
makes a good personal appear- 
ance but whose past work record 
is poor. 

To eliminate delay, references 
are checked by telephone when- 
ever possible. If a candidate 
seems promising, we make the 
phone call while he is filling out 
an application blank. 

For references that cannot be 
checked by telephone, a special 
mimeographed letter has been 
written. It asks the position of the 
applicant with the former employ- 
er, the length of service, regular- 
ity of attendance, sobriety, and 
quality of work. We enclose 4 
stamped self-addressed envelope 
for replies. 

More than 90 per cent of al! ref- 
erence letters sent out have been 
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answered. Only work references 
are checked because personal ref- 
erences, except for certain types 
of executive positions, have not 
proved reliable. 

We appreciated the value of ob- 
taining work references after 
reading some of our replies. Most 
references, especially those from 
other hospitals, have been very 
frank and have revealed charac- 
teristics in the applicants ranging 
from uncleanliness and bad tem- 
per through chronic absenteeism, 
chronic alcoholism, dishonesty, 
sex perversion and insanity! 


Recruiting 

After the war, most employers 
felt that all jobs would have a 
great flood of applicants. This did 
not prove true either in 1946 and 
the first half of 1947. Applicants 
for hospital jobs, in many cases, 
were scarcer than they had been 
at any time during the war years. 
There no longer was any patriotic 
urge to work in a hospital. More- 
over, the return of servicemen 
meant that many women went 
back to being housewives instead 
of wage earners. 


The difference between hospital 
pay and the wages earned in gov- 
ernment agencies and _ govern- 
ment-contract war plants was 
great enough to keep most of the 
released war workers out of hos- 
pital jobs. The personnel depart- 
ment had to do a real recruiting 
job to fill vacant positions. 


Our best source of labor has 
been newspaper advertising. In 
1946 it supplied about 80 per cent 
of our help. Some hospitals run 
general ‘“‘help wanted’’ advertise- 
ments two or three times a week, 
but we have advertised only spe- 
cific job openings. These ads cost 
about three dollars a day and run 
one or two days. Our total news- 
Paper advertising bill for 1946 was 
$768. Since the middle of 1947 the 
supply of help was increased, and 
we have not had to advertise so 
frequently. Our advertising bill 
for the first nine months of 1947 
was $330. 

Employment agencies send us 
some help, but most of the appli- 
cants have been of poor type or 
are chronic job changers. With a 
few exceptions such as cooks and 
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secretaries, agency help has 
proved rather unsatisfactory. 
Probably this is due to the type 
of workers available to the agen- 
cies. 

Our second best source of labor 
is the person who just comes in 
to the personnel office to ask 
about possible openings. Personal 
contacts with schools and social 
agencies such as the YWCA, Vet- 
erans’ Wives Bureau, relief agen- 
cies, and child placement serv- 
ices are beginning to bring in 
some good workers. 

Here again a personnel office 
is an advantage. Since the office 
now can be contacted about possi- 
ble jobs in all departments, it is 
easier for schools and agencies 
to place their applicants. 


College Graduates 


In September 1946, letters were 
sent to the placement officers of 
the major Boston and New Eng- 
land colleges and business schools. 
They told of the types of hospital 
jobs that might appeal to the col- 
lege-trained girl. We made a bid 
for office workers, hostesses, floor 
secretaries, formula room assist- 
ants, dietary’ and nursing aides. 
Many of these jobs require no 
experience or training in short- 
hand, typing or nursing. 

The colleges seem grateful for 
this additional field of placement. 
Many of the placement directors 
told us that girls were interested 
in hospital work but did not know 
that positions were available for 
nonprofessional help. 


Though many of the girls 
wanted higher salaries than our 
hospital offers, we have hired 
from this college group two for- 
mula room assistants, an evening 
tray server and a floor secre- 
tary. Last summer we hired sev- 
eral college students for vacation 
relief work in the offices and nurs- 
ing departments. 


High School Workers 

A definite effort has been made 
to contact and select the best type 
of school-age employees for part 
time work in the housekeeping, 
dietary and nursing departments. 

Early in September 1946 we sent 
to all the nearby high schools and 
junior high schools a letter telling 
of the openings we had for part 
time workers. A special applica- 
tion blank has been designed for 
school-age candidates. It has 
space for detailed information 
about the school record, type of 
course, grades and interviewer’s 
comments. 

More than 70 students applied 
for work. Of these, 23 were em- 
ployed. The nursing helpers were 
given an orientation lecture and 
job instructions by the assistant 
superintendent of nurses. The 
quality of work, dependability and 
turnover record of this group has 
been satisfactory. Many of them 
are still with us, having filled in 
as vacation relief workers during 
the summer. 

In 1947 we had more than 90 
school-age applicants. Because 
many of last year’s group still 
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3 CONTRASTS OF IMPROVEMENT 
. ~ The reduction in the monthly labor turnover rate at Boston Lying-in Hospital : 
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were employed and the number | 


of part time jobs had been re- 
duced, we were able to hire only 
seven. 


Terminal Interviews 

Terminal interviews are an in- 
tegral part of the employment 
function. They are especially val- 
uable because they often reveal 
situations that need to be reme- 
died before another worker is 
placed in a certain job. 

Though a worker often will not 
tell his department head the real 
reason for his leaving, a trained 
interviewer usually can obtain the 
information in a terminal inter- 
view. Often there may be some- 
thing wrong with the job itself, 
such as poor working conditions 
or lack of proper instructions. 

Sometimes there is just a sim- 
ple misunderstanding. This can be 
cleared up by having the depart- 
ment head talk things over with 
the worker. Also, there may be 
supervisory trouble which needs 
to be corrected. 

Whenever possible, terminal in- 
terviews are given all employees 
before they leave. There are 
some workers who disappear aft- 
er payday and never come back, 
yet the interviews still cover ap- 
proximately 90 per cent of the 
workers who leave. Not included 
in this percentage are nurses and 
other professional workers. At 
present, they do not come under 
the personnel office. 


Orientation 


The personnel department con- 
ducts an orientation program for 
newly hired workers. The purpose 
of this program is to give the new 
worker a complete view of the 
hospital. He thus gets a chance 
to see how his own job and de- 
partment fits into the general 
scheme. This makes it easier for 
him to develop a sense of pride 
in the achievements of the hos- 
pital. 

The latter seems very import- 
ant, because one of the fundamen- 
tal needs of any person is a sense 
of pride in his job. Often the pay 
and type of work of many low 
level hospital jobs fail to give this 
satisfaction. If that is the case, 
some other way must be found. 
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The average lay worker in the 
hospital knows very little of the 
medical reputation or achieve- 
ments of his hospital, and he sel- 
dom is encouraged to inquire 
about them. Yet this can, and 
should be a great source of pride. 
If the worker can see that his 
work, though dull, contributes to 
his hospital’s standing, his sense 
of pride will be nourished. 

Taking these new people around 
on orientation also gives the ad- 
ministrator or personnel officer 
a chance to become acquainted 
with new workers. This works the 
other way, too. 


Training 

Training for new workers so 
far has been left under the di- 
rection of the department heads. 
Most new workers are trained on 
the job, under the supervision of 
an older worker or one of the 
assistant department heads. Some 
departments, though, have held 
group lectures or demonstrations 
for specific jobs. The dietitians 
for example, gave regular classes 
last winter for their pantry maids 
and kitchen women, and the nurs- 
ing department gave demonstra- 
tion lectures for junior ward help- 
ers. These were given during 
working hours and attendance 
was compulsory. 

A series of three 10-hour cours- 
es in personnel relations was 
given by the personnel officer in 
1946 and 1947 to 30 department 
heads and other’ supervisors. 
These courses were conducted as 
discussion groups using the case- 
work method with prepared ex- 
amples and actual employee prob- 
lems contributed by the supervis- 
ors themselves. 

It is hoped that much more can 
be done to standarize and system- 
atize the training of new employ- 
ees. They should learn not only 
the duties of their jobs but also the 
ways to perform them most effi- 
ciently. Refresher courses should 
be given for regular workers. 


Wage Scales 
Wage scales with regular semi- 
annual or annual increases have 
already been drawn up by the 
director and assistant director of 
Boston Lying-in Hospital. They 


were in use at the time the person- 
nel office was established. ‘The 
scales are checked periodicuily 
against the rates of other hospi- 
tals and business concerns in the 
community. 

Copies of the wage scales are 
held by both the personnel office 
and department heads. Thus there 
are no questions about the salary 
for any specific job. Salaries that 
do not conform to the wage scale 
are definitely not encouraged. 
They must be approved by the 
director. 

Some people feel that there are 
injustices under a wage scale, 
which gives a superior worker the 
same pay as an average worker. 
There are, however, far fewer 
inequities than there would be 
under the old system of letting 
each department head pay what 
he thought he should pay or could 
get away with paying each indi- 
vidual worker. 

Under our present method, the 
worker who is shown the wage 
scale when he is hired knows 
where he stands and what salary 
to expect. Each month, depart- 
ment heads are sent a list of their 
workers who are eligible for a 
salary review. The department 
heads put through a recommenda- 
tion for or against the raise. The 
recommendations are based on 
the employee’s ability and work 
record. These are checked by the 
personnel office to see that the 
raises fall within the pay scale 
and are submitted to the director 
for approval. 


Rest Rooms 

Workers do not work for wages 
alone. One employee project that 
seems necessary in most hospi- 
tals is to see that there are ade- 
quate and sanitary rest rooms for 
all employees. 

It seems incredible that hospi- 
tals, with their emphasis on clean- 
liness and sterile technique, should 
have below-stairs toilets and rest 
facilities which can best be de- 
scribed as substandard to those 
found in the most backward of 
industries. A dreary room fur- 
nished with two or three wooden 
chairs and an old couch with sag 
ging springs and a dirty cover 1s 
not a rest room! When washrooms 
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are messy, it is embarrassing to 
ask workers to maintain high 
standards of cleanliness. 

Bright colored paints and cheer- 
ful drapes cost little more than 
the drab ones. And they do won- 
ders in boosting morale. Plastic 
shelving and upholstering are at- 
tractive and are moisture, stain 
and fire resistant. Rest room fur- 
niture can be selected with an 
eye to comfort as well as durabil- 
ity. Rest rooms need not be large. 
Our washroom and powder room 
combined have a 13x14 ft. floor 
space and the rest room has an 
18x13 ft. floor space. The powder 
room has pink walls and pale 
blue plastic counter along two 
walls. The rest room is decorated 
in sunshine yellow with blond 
wood furniture and green plastic 
upholstery. 


Health Program 


Setting up an employees’ health 
program justifiably may fall with- 
in the province of the personnel 
office. More than other offices, it 
has the time to take care of: the 
necessary records and appoint- 
ments. Another advantage is its 
contact with workers in all de- 
partments. If, however, an em- 
ployees’ clinic already has been 
established, the personnel office 
needs only to see that all new em- 
ployees are routed through it. 

It is difficult to set up an ade- 
quate employees’ health program 
ina maternity hospital. This prob- 
lem has not yet been solved at 
the Boston Lying-in Hospital. 
When the personnel office was 
started, only the dietary depart- 
ment had a health program for 
nonprofessional workers. 

Now all workers get  pre- 
employment chest x-rays with 
semi-annual retakes for all em- 
Ployees under 30 years of age and 
annual retakes for all employees 
over 30 years. Physical examina- 
tions are given all food handlers 
as early in their employment as 
Possible and are repeated every 
12 months. 

Chest x-rays are taken at a 
nearby cooperative unit run by 
the Harvard School of Public 
Health. If necessary, full-size 
diagnostic plates are made by 
our hospital. The personnel office 
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ATTRACTIVE and sanitary powder room 


helps to improve morale of women employees. 


follows up all reports. This is so 
that the hospital may be sure that 
all employees who are known or 
suspected tuberculosis cases re- 
ceive public or private care. 

Appointments for chest x-rays 
and physical examinations are 
made by the personnel office. 
Physical examinations and emer- 
gency care are given in the out- 
patient clinic. The employee’s de- 
partment head is notified of all 
significant reports, and_ the 
records are kept in the person- 
nel office files. 

Once a month all new employ- 
ees are sent form letters asking 
whether or not they wish to join 
Blue Cross and Blue Shield. The 
personnel officer interviews all 
employees who wish to join these 
plans and helps them to fill out 
application forms. 


Counseling 


Counseling is another employee 
aid that can be given by the per- 
sonnel office. The personnel offi- 
cer, since she has no actual 


authority over a worker, is an 
easy person to talk to about work 
and personal problems. Experi- 
ence and training in interview- 
ing make it easier for a personnel 
worker to find out what really 
troubles an employee. Contacts 
which have been built up in re- 
cruiting at schools, churches, and 
relief agencies, make it possible 
to offer aid in referring problems 
that require outside help. 


Much counseling comes during 
terminal interviews, but as em- 
ployees’ and supervisors’ trust in 
the personnel office builds up, 
workers come to it with current 
problems. Often we do nothing 
more than sit and listen. We act 
as a safety valve for pent up re- 
sentment or emotion. 

Occasionally though, we can 
help with a solution to the prob- 
lem. A kitchen maid was sent to 
the personnel office because she 
resented criticism of her work. 
We found that she needed eye 
glasses so badly that she probably 
could not even see the dirt for 
which she was being criticized. 
We made arrangements for her to 
go to an eye clinic at a nearby 
hospital. The consequent improve- 
ment in her personal appearance 
and her work has been gratifying. 

A surprising number of our 
counseling problems center on the 
question of personal grooming: or 
lack of it. Bad breath or perspira- 
tion odor often cause unpleasant- 
ness among fellow workers. These 
interviews, no matter how well 
planned, are always embarrass- 
ing. Yet it is sometimes easier 
for an employee to be told by 
someone other than a member 
of her own work group. 


The Future 


After 18 months of service, we 
feel pleased with the progress 
that the personnel office has been 
able to make at the Boston Ly- 
ing-in Hospital. We hope to con- 
tinue and improve the service it 
now offers to the department 
heads. Now that a better class of 
help has been secured, we want 
to reduce turnover to half its pres- 
ent level. To help achieve this 
goal, an expanded training pro- 
gram should be set up for all new 
workers, coupled with a definite 
opportunity for promotion. 

We also should like to see an 
integrated employees’ health pro- 
gram with pre-employment physi- 
cal examinations as well as x- 
rays, and an employees’ health 
clinic with emphasis on the pre- 
vention of illness and the build- 
ing up of good health. Such a pro- 
gram probably would pay for it- 
self by increased efficiency and 
reduced absenteeism. 
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end of the war has been so 
widely publicized and discussed 
that there is a general impression 
that additional hospital facilities 
for obstetrical patients are re- 
quired. 

Except in the South (see 
graphs), most births today occur 
in hospitals. Thus a variation in 
the number of births has consider- 
able significance for hospital plan- 
ning. It is therefore important to 
examine the trend in the number 
of births before planning exten- 
sive increases in hospital facilities 
for maternity patients. 

With practically no exceptions, 
there has been a_ consistently 
downward trend in the number of 
births since January 1947. In other 
words, the need for more obstetri- 
cal beds in hospitals will depend 
either on marked increases in the 
population or on an increase in 
the percentage of births taking 
place in hospitals. 

Many of the hospitals in New 
York City experienced overcrowd- 
ing of their obstetrical services 
during 1946 and 1947 and there- 
fore had given thought to increas- 
ing the number of maternity beds. 
PACIFIC ee Last fall the Hospital Council of 
Greater New York analyzed the 
number of births in the city by 
weeks for the years 1940 and 1946 
and for the part of 1947 then avail- 
able. It wanted to determine 
whether there was evidence that 
the birth rate would continue at 
a sufficiently high level to war- 
rant additional beds for obstetri- 
cal patients. 

The results of this study were 
published in the November issue 
HOSPITAL COUNCIL OF GREATER NEW YORK of the council’s Bulletin. This artl- 






































Dr. Pastore is the executive director and 
Miss Thomas the associate director of the 
council. 
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cle aroused so much interest that 
a similar study was completed for 
other sections of the country. The 
results are summarized _ in 
the accompanying graphs and 
charts.* The graphs show the 
number of live births per month 
in each of the years 1940, 1946, 
and 1947. The year 1940 was select- 
ed as a normal period for com- 
parison with the postwar years. 

A glance at the graph for the 
United States reveals that there 
was little fluctuation in the num- 
ber of births during the year 1940. 
The first part of 1946, though start- 
ing out at a higher level, showed 
about the same degree of monthly 
variation as occurrred in the cor- 
responding months in 1940. 

Beginning in July 1946, the num- 
ber of births rose sharply and 
continued to increase month. by 
month throughout the rest of the 
year. The greatest number of 
births occurred in the months of 
December 1946 and January 1947. 
Preliminary estimates place the 
number of live births at 343,000 
for each of these two months. 

Throughout the rest of 1947 the 
trend in the number of births was 
downward, though it was not until 
September that the births fell be- 
low the number for the corre- 
sponding month in the previous 
year. The number of births in 
December 1947 was 16.3 per cent 
below that of the peak months 
(December 1946 and January 
1947). These trends were similar 
to those which had been found 
previously in New York City. 

The rapid increase in the num- 
ber of births during the last half 
of 1946 appears to be associated 
with the demobilization of the 
armed forces. In May 1945, the 
Army of the United States was at 
peak strength of 8,300,000 officers 
and enlisted men. By July 1, 1946, 
this number had been reduced to 
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1,715,000, or 6,585,000 below the 
peak strength. 

In the last six months of 1945 
alone, the Army was reduced by 
4,100,000 men. That is an average 
of some 683,000 men a month. In 
the year from July 1, 1946, to June 
30, 1947, the reduction amounted 
to 725,000 officers and enlisted 
men. Most of the separations from 
the Army, therefore, took place 
well before July 1, 1946. 

Demobilization was _  accom- 
panied by a marked increase in 
the number of marriages. Be- 
tween 1945 and 1946 the marriage 
rate per thousand population rose 
from 12.3 to 16.4, an increase of 
33.3 per cent. 

The graphs for most of the nine 
major regions show trends similar 
to those operating throughout. the 
nation. In all regions the number 
of births in 1947 fell below the 
level for 1946 for the first time 
in either September or October. 

The downward trend in the 
number of births during 1947 was 
greatest in New England (figures 
for Massachusetts and Connecti- 
cut were unavailable), where it 
decreased 17.8 per cent, and least 
in the west south central states, 
where the drop was only 1.4 per 
cent. The Pacific area actually 
experienced an increase of 2.3 per 
cent in number of births from 
January to December 1947. 


The west south central states 
present an atypical picture. There 
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a marked drop in number of 
births occurred during the month 
of May 1947. A similar, though 
less marked decrease, occurred in 
that area during the spring of 1940 
and 1946. 

Some interesting points are 
brought out from analysis of the 
decrease in the number of births 
from the peak month to the end 
of 1947. The percentage decreases 
in the number of births along the 
eastern seaboard (New England, 
middle Atlantic, and south Atlan- 
tic states) and in the east north 
central region were greater than 
the United States average. 

The Far West (Pacific and moun- 
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tain regions), on the other hand, 
showed decreases of only 11.3 and 
12 per cent respectively, com- 
pared with 16.3 per cent for the 
United States. It was mentioned 
above that the births in the Pacific 
region actually increased from 
January to December 1947. Fur- 
thermore, it has been estimated 
that the population in this area 
increased 40 per cent between 
1940 and 1947. This was nearly 
four times as much as the in- 
crease in any other region. 

A recent issue of the New York 
Times (March 29, 1948) carried 
the Association of State Planning 
and Development Agencies review 
of recent industrial expansion. 
This association pointed out that 
industrial growth is now greatest 
in the Southwest and West, par- 
ticularly in Texas and California. 


According to its report, 31.8 per 
cent of the nation’s population is 
now west of the Mississippi River, 
but 32.1 per cent of the new plants 
and 39.9 per cent of the new in- 
vestment are in this area. On a 
per capita basis, the industrial 
investment since the war in Los 
Angeles and in Houston, Texas, 
has been $14 and $106 respec- 
tively, compared with $5.40 in the 
New York metropolitan area. 

Examination of the accompany- 
ing graphs and the charts shows 
that the number of births appears 
to be stabilizing at a fairly high 
level in the Pacific and west south 
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central regions, and to a lesser 
extent in the mountain states. 

All of the foregoing factors have 
an important bearing on hospital 
planning, especially in relation to 
the provision of maternity serv- 
ices. It appears to be a well es- 
tablished custom in the Pacific 
region for nearly all babies (96.5 
per cent) to be born in hospitals. 
As this is the most rapidly grow- 
ing section of the country, it there- 
fore can be expected to maintain 
a high level in number of births. 
It is probable also that the use 
of hospital facilities for maternity 
patients will expand. 


Migration 


With the increased industriali- 
zation in the west south central 
region and resulting influx of 
young industrial workers, this 
area, too, probably will use addi- 
tional hospital beds for maternity 
patients. Contributing to this need 
is the low incidence of hospital 
births. Only 65.7 per cent of the 
total births in this part of the 
country in 1945 occurred in hos- 
pitals. 

The east south central states 
were the only large area of the 
country where the population de- 
creased between 1940 and 1947. 
Only 43.7 per cent of the births 
took place in hospitals in this sec- 
tion. The percentage decrease in 
the number of births from the 
peak month in 1946 to December 
1947 (13.3 per cent) was less than 
the drop over the whole country. 

From January to December 
1947, the decrease amounted to 
only 10.6 per cent compared with 
16.3 per cent for the United States. 
Though the number of births prob- 
ably will continue to decline in 
this area, the data suggest that 
more hospital facilities for obstet- 
rics may be used in this region, 
especially because of the likeli- 
hood that the percentage of births 
occurring in hospitals will be in- 
creased greatly. 

Data on the number of births 
for each of the three years were 
obtained from 10 cities located in 
different parts of the country. The 
decreases in Baltimore, Chicago, 
Detroit, Denver, Philadelphia, and 
Portland, Ore., were similar to 
those in New York City. Denver 
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New Hampshire 


and New York City show the typi- 
cal picture from two different 
parts of the country. The trends 
in these cities also conform to 
the nationwide pattern. 

Atlanta, San, Francisco and St. 
Louis, on the other hand, present 
an atypical picture. In these cit- 
ies the number of births reported 
in December of each year is sig- 
nificantly higher than in January 
of the same year. In each of the 
three years, the trend in the num- 
ber of births was upward from 
the beginning to the end of the 
year. This was much less marked 
in San Francisco in 1947 than it 
was in Atlanta or St. Louis. 

In spite of the unusual types 
of curves presented by San Fran- 
cisco and St. Louis, they followed 
the general pattern. In each of 
these cities the number of births 
in 1947 fell below the births for 
1946 in the later months of the 
year. The number of births per 
month in Atlanta, however, was 
smaller in 1947 than in 1946 in 
the months of September and De- 
cember only. 

In the cities as a group the point 


- at which the live births in 1947 fell 


below those for 1946 came a little 


earlier in the year than it did in 
the major subdivisions of the 
country. In the regions this point 
was reached in September or Oc- 
tober 1947. In four of the cities 
this occurred in August; in four 
others, in September. In only one 
city did the 1947 births fall below 
the 1946 level as late as October. 

An analysis of the trend in the 
number of births in a community 
is necessary for sound planning of 
maternity facilities. The data pre- 
sented indicate that the Pacific 
region will use more beds for ob- 
stetrics because of the marked in- 
crease in its population. The west 
south central region appears to 
require more maternity beds be- 
cause of the increased industriali- 
zation and the relatively low inci- 
dence of hospital births at the 
present time. The east south cen- 
tral states, and to a lesser extent 
the south Atlantic states, also 
may be expected to increase the 
use of hospital facilities for ma- 
ternity patients. This is because 
of the low percentage of births oc- 
curring ‘in hospitals. Elsewhere in 
the country the present birth and 
population trends indicate no in- 
creased use of obstetrical beds. 





ONE FOR THE RECORD 


Strictly Off Schedule 


N HOSPITALS IT DOES NoT take 

much to throw efficiency and 
humanity out of balance. This 
must have been the thought of the 
superintendent 
when he came upon a _ notice 
which, unknown to him, had been 
posted in the rooms and wards of 
his hospital. The notice said that 
bed pans would be available only 
at specified hours during the day. 

First his impulse was to tear 
the notices down. But he decided 
on a more diplomatic strategy. 

When he found the floor super- 
visor, he said: 

“That schedule telling when bed 
pans will be brought to patients 
must be a big time saver.”’ 

The supervisor was pleased. She 
assured him it was her idea alone. 
Then she explained in detail how 


the new rule had saved the nurses 
much time and effort. There was 
no more of this lugging bed pans 
back and forth at odd hours. 

“Fine, just fine,’’ the superin- 
tendent said. ‘“‘But would you 
mind if I made a suggestion to 
expand this time-saving idea a lit- 
tle further?’’ 

The nurse said that she would 
be glad to cooperate. She was 
pleased with this show of interest. 

‘“‘Well,’’ said the superintendent, 
“take down those notices and 
don’t put them up again until all 
of your nurses can put themselves 
on the same kind of schedule.’’— 
Adapted from ‘‘News and Notes,” 
January 1948, New Hampshire 
and Vermont Hospital Associa- 
tions. Name of author and hospi- 
tal withheld upon request. 








FEES FROM VISITORS 


An Australian innovation aids in 
community hospital administration 


HE INCEPTION of a system of 

visitors’ fees was effected in 
a country community hospital 
only after pressure from the 
inspector of charities and sev- 
eral lengthy and at times acri- 
monious committee meetings. In- 
quiries made from other institu- 
tions produced varied replies, 
some of which were very helpful, 
and even encouraging. 

As a result of discussions, it 
was decided to adopt a scheme 
designed to suit local conditions. 
It was decided that hours of visi- 
tation would be between 2 and 4 
P.M. and 7 and 8 P.M. daily, and 
that each patient could nominate 
one person who would receive a 
card entitling the holder to visit 
once daily without charge (later 
amended to twice daily), cards 
being dated at each visit. 

A visiting-fees attendant was 
appointed and the system institu- 
ted on July 1, coinciding with the 
start of the financial year. 

After a few months any criti- 
cism died a natural death and 
the payment of a fee became part 
of hospital visitation. 

In this hospital of 80 beds it pre- 
viously had been the custom for 
the office staff to cease duty at 
5 P.M. on week days and noon on 
Saturdays, leaving: the office with- 
out control from noon Saturday 
to 9 a.m. Monday. 

The matter of telephone atten- 
tion alone had been a thorn in the 
matron’s flesh, as she had been 
compelled to appoint a member 
of the nursing staff to answer 
inward calls while outward calls 
were without any control. Inpa- 
tients or outpatients discharged 
during the weekend and others at- 
tending the hospital were unable 
to pay accounts or even leave do- 
nations. 

Several months were occupied 
in experimenting to discover the 
best period for the visiting-fees 

From an article in the February quarterly 
issue of Hospital Magazine, published by 


the Charities Board of Victoria, Melbourne, 
Australia. 
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ST. ARNAUD DISTRICT HOSPITAL 
VICTORIA, AUSTRALIA 


attendant to be on duty and it 
was decided eventually that on 
week days the usual office staff 
of two could cover the collection 
of visiting fees between the hours 
of 2 and 4 p.m. 

The attendant’s hours were then 
set down as follows: Monday, 
Tuesday, Thursday, Friday, 5 
P.M. to 9 P.m.; Saturday and Sun- 
day, noon to 9 P.m., with Wednes- 
day as the day off. The junior 
clerk commences duty at 1 p.m. 
on Wednesday and finishes at 9 
P.M. 

Duties of the attendant were to 
cover visiting fee collection, ad- 
mission of patients, telephone at- 
tendance, issue of receipts for 
cash or gifts in kind and to gen- 
erally answer inquiries. 

The position involves regular 
attendance on Saturdays and Sun- 
days and has no appeal, therefore, 
to young people but is admirably 


suited to a mature woman with- 
out family obligations. The ar- 
rangement obviates shift work for 
the normal office staff and pro- 
vides office attendants for 12 
hours daily excluding Sunday 
morning. 

At the end of 12 months it was 
discovered: That £316 ($1,535) 
had been collected in sixpences (12 
cents); that this represented over 
12,000 paying visitors; that many 
undesirables were kept away; that 
accounts frequently were paid and 
donations made over the week- 
end, and that the matron was par- 
ticularly happy over the position. 
Phone calls now were controlled. 


The discovery that approximate- 
ly 15,000 visitors, including free 
visitors, marched through the hos- 
pital annually gave rise to specu- 
lation about the wear and tear 
caused by this small army while 
its members were engaged in 
wearing out the floor covering, 
banging doors and damaging 
walls by the careless use of fur- 
niture. 

Every endeavor is made to ad- 
minister the payment of visiting 
fees in a liberal sense, and on ad- 
vice from the matron or her dep- 
uty that a patient is seriously ill, 
visitors are admitted free to this 
particular patient. 





The Extent, Benefits and Limitations 


St. ARNAuD District Hospital is in the State of Victoria, Australia, 
and located in an inland country town with a population of approximately 
4,000 people. The town is the civic and business center for a wheat and 
pastoral area. The hospital’s daily average of inpatients is about 60. 

In this country the practice of charging visitors’ fees has grown 
considerably within recent years, particularly in hospitals located in 
metropolitan areas and in provincial cities. A majority of our major 
hospitals, both in city and country, show worthwhile returns from 


visitors’ fees. 


For the metropolitan and major provincial hospitals, the practice 


definitely produces income which would not otherwise be received. In 
certain country areas, however, it is possible that fairly free access to the 
hospital and its patients popularizes the institution and thus leads to an 
increased volume of voluntary contributions. 

The charging of fees, nevertheless, serves another very important 
objective—the controlling of visitors and the reducing of their numbers, 
very much to the advantage of the patients in general—W. HaRcouRrT 
BaiRD, editor, Hospital Magazine, and director of administrative training, 
Charities Board of Victoria. 
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RETURN TO RURAL MEDICAL CARE 


Specialists’ Services in a Group Practice Clinic 


HE GROUP PRACTICE clinic at 
Raiford Memorial Hospital, 
Franklin, Va., is coming of age. 
It has been operating long enough 
with modern facilities and a full 
staff of specialists to warrant an 
appraisal. We now are able to de- 
termine whether this departure 
from the horse-and-buggy concept 
of rural medical care has lived 
up to the hopes of its founder, the 
late Dr. Rufus L. Raiford 
Many years ago Dr. Raiford, 
who was a country doctor him- 
self, foresaw the breakdown of 
the country doctor tradition. This 
clinic was the result of his per- 
sistent efforts to give a rural com- 
munity the benefits of specialized 
medical care. It grew slowly 
along with the hospital he founded. 
Ten years ago he began to bring 
in specialists, paid them a salary 
and gradually developed a system 
of flat fee clinical service. This 
clinic has survived the tail end of 
a depression and a war which at 
one time reduced its staff to two 
doctors. 


In 1945 the hospital was expand- 
ed to 80 beds, the clinical facilities 
were modernized and it was 
changed from a proprietary to a 
nonprofit institution. The formal 
opening was given much publici- 
ty. It was heralded in one gener- 
al magazine as a “‘bright side’”’ of 
the generally drab rural health 
picture. This new type of clinic 
was credited with improving the 
quality of rural medical care 
without increasing the cost. 

Today the clinic has six physi- 
cians who cover five major fields 
of specialization: Surgery, inter- 
nal medicine, obstetrics, pedia- 
trics and radiology. The service 
of eye, ear, nose and throat soon 
will be started. Each physician 
Concentrates in his field of 
Specialization and when _neces- 
Sary, also functions as a general 
Practitioner. Emphasis is on the 
Pool of combined knowledge, not 
On any one individual. 

Patients reporting to the clinic 
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still may ask for the doctor of 
their choice. When they have no 
preference, they are referred to 
the physician in whose field the 
apparent ailment probably falls. 
Other physicians in the clinic are 
called in for consultation as re- 
quired. The diagnosis’ is an- 
nounced quickly after a consulta- 
tion. In the old days a patient 
would have to cover many miles 
of country roads to see the same 
number of specialists. 


A Rare Thing 


The kind of clinical teamwork 
now practiced at Raiford Memor- 
ial Hospital may be routine pro- 
cedure in the big medical center, 
but it is still rare in rural dis- 
tricts. The people of Southampton 
County now have had the time to 
adapt themselves to it and form 
an opinion. So have doctors prac- 
ticing in the area. 

The reactions of both these 
groups have been encouraging. 
Generally, patients have much the 
same attitude toward the clini- 
cal group that they once had 
toward their family physician. 

In the early days some physici- 
ans were cool to the idea of re- 
ferring patients to the clinic. But 





Next Month 


In HospiTats for August, 
Dr. Morley A. R. Young, ad- 
ministrator of the Lamont 
(Alta.) Clinic, describes an- 
other approach to complete 
medical and hospital care as 
a single-package service. In 
that Canadian town, curative 
and preventive medical care 
are provided as adjuncts to 
the hospital care in the La- 
mont Public Hospital. 











as time passes and new and 
younger doctors establish prac- 
tices in the area, such ideas are 
gradually being resolved. The ma- 
jority of patients still come unre- 
ferred, though the percentage of 
referred patients now is up to 40 
per cent. No financial benefit is 
extended area doctors who refer 
patients to the clinic. 

An encouraging sign pointing to 
the acceptance of this new con- 
ception of rural medical care is 
the interest shown by young doc- 
tors finishing their rotating in- 
ternship at Raiford Memorial. 
One such doctor now is being 
considered as a prospective staff 
member. 

When there was a shortage of 
doctors because of the war emer- 
gency, the custom of coming to the 
hospital, in place of asking for a 
home call, was established. Since 
the return to more normal times, 
a definite tendency to continue 
coming into the clinic has been 
observed. To accommodate this pa- 
tient acceptance of clinic visita- 
tion and to reduce the waiting per- 
iod, often associated with visits to 
clinic or physicians’ offices, the 
clinical staff recently was _ in- 
creased from five to six. 

Since the end of the war the 
number of clinic and outpatients 
has begun to level off. At the 
same time there has been an in- 
crease in the number of hospital 
patients. There is an increase of 
15 per cent in the number of pa- 
tient days with a corresponding 
decrease in the average patient 
stay. 

With the clinic established as an 
integral part of the hospital, the 
business office of the hospital 
eliminates the need for separate 
clinic administrative’ and business 
staffs. Under this arrangement 
the budget of the hospital is not 
separate and distinct from that of 
the clinic. Instead, the clinic is 
treated as a department of the 
hospital. 

The variation in fees for treat- 
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ment received through the clinic 
is determined only in accordance 
with the extent of service. Should 
a patient request a certain doc- 
tor, this doctor is not permitted 
to charge his own rate. Or, put- 
ting it another way, staff doctors 
with offices in the clinic do not 
have a private practice. 


Under this arrangement the hos- 
pital actually has 23 staff doctors. 
Seventeen of them do not main- 
tain offices in the clinic but are 
extended privileges of the clinic 
and hospital. Negro physicians 
are included in this group. To pro- 
vide medical care for their race, 
they are given the same privileges 
and use of the same facilities as 
other members of the staff. 


The 17 without offices at the 
clinic maintain their own prac- 
tices and do not receive a fixed 
salary from the hospital as do 
the six physicians with offices in 
the clinic. 

The extent of services actually 
is assessed by the business staff. 
There are definite charges for 
each service. This schedule of 
services contains sufficient classi- 
fications to permit accurate de- 
termination of the extent. It is de- 
termined from the physician’s no- 
tations on his copy of the patient’s 
registration form which he re- 
turns to the business office. When 
the clinical diagnosis reveals the 
need for hospitalization, no clini- 
cal charges are made. 


With the absence of a separate 
budget for hospital and clinic, 
there is no variation in the sala- 
ries paid to the six specialists 
staffing the clinic. Their salaries 
are predetermined at the start of 
each fiscal year. No extra com- 
pensation is given those clinic 
physicians who handle more pa- 
tients, as the group practice clinic 
is designed to equalize the work 
load as evenly as possible. Thus, 
while one doctor may see more 
patients having minor ailments, 
his sum total of duty hours and 
services rendered usually -will 
match closely those of another 
staff member who perhaps sees 
fewer patients but makes a more 
detailed diagnosis. 

Under the group practice plan 
followed by this hospital and 


46 


clinic, no extra compensation is 
paid or salary increases granted 
on the basis of seniority. Follow- 
ing a probationary period all 
members of the group are com- 
pensated on the same basis. 


This group practice offers real 
advantages to both the doctors 
and the patients. It eliminates 
needless traveling by the doctors 
and saves the patient the time of 
waiting in line for a single doctor 
or traveling to the city for a con- 
sultation. The compactness of 
the clinical unit cuts down avoid- 
able delays. 


Attractions 

The doctors get a chance to de- 
velop their own specialties. Un- 
like so many of their predeces- 
sors, they are not so burdened 
with the demands of a general 
practice that they cannot get 
away for more training. Each takes 
his turn, along with other mem- 
bers of the clinical staff, on night 
duty. He does not have to endure 
the rigors of late calls night after 
night. He is also spared the irksome 
duties of rendering bills and keep- 
ing books. All these details are 
handled by the business staff. Thus 


the doctor may devote all his atien- 
tion and effort to the practice of 
medicine. 

Continuation education is em- 
phasized. Each member of the 
group takes an annual two-week 
postgraduate course in his special 
field. 


These are attractions that again 
might induce young. medical 
school graduates to move to areas 
where their services are sorely 
needed. They might change the 
idea that a practice removed 
from the big population centers 
can mean nothing but overwork 
and only a limited chance for self- 
improvement. 


While the group at Raiford 
Memorial Hospital feels that the 
pendulum is swinging back, it is 
under no illusions that the prob- 
lem of adequate rural and small 
town medical care has been ade- 
quately answered. The group 
thinks that the procedure followed 
at our hospital represents a logi- 
cal method of approaching the 
problem. It projects thought-pro- 
voking possibilities for the young 
doctor. The fullness of the swing 
of the pendulum remains to be 
seen. 





Dr. Raiford— Founder 


HE RAIFORD MEMORIAL HOSPITAL 
was named in honor of its late 
founder, Dr. Rufus L. Raiford, 
who died June 25. When Dr. Rai- 
ford turned his proprietary hospi- 


Dr. Rufus L. Raiford 


tal over to the community, the 
new board of trustees wrote the 
“memorial” into the title as extra 
recognition for many years of com- 
munity service. 

The 35-bed hospital received by 
the community in 1943 was built 
and equipped slowly out of the 
savings from his practice. Two 
years later, with funds received 
under the provisions of the Lan- 
ham Act, it was expanded to 80 
beds. 


Dr. Raiford started his practice 
42 years ago in the little town of 
Sedley, Va., which is a few miles 
from Franklin. Like many ambi- 
tious young doctors today, he was 
impatient with the restrictions of 
a rural practice and wanted to g0 
to the city and specialize. When- 
ever he could get time off from 
his practice, he would take some 
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eye, ear, nose and throat training. 

As his practice rapidly grew, 
though, Dr. Raiford had fewer 
chances to leave it. An awareness 
of the urgent health needs of a 
rural community caught up with 
and passed his dream for self- 
improvement in the city. When 
Dr. Raiford started putting beds 
in his office, he knew he was in 
the country to stay. 

Dr. Raiford became convinced 
that the only reason country peo- 
ple went to city hospitals was be- 
cause they insisted on good medi- 
cal care. The ones who could not 
go to the city often were neg- 
lected. In the area of his practice, 
he saw many polio patients who 
never had been treated. 

His little hospital was ‘an an- 
swer to this challenge. First he had 
the help of only one nurse and 
his wife, who acted as business 
manager. He paid for equipment 
out of savings from his practice, 
and he always paid cash. 


Transportation 


Even after the hospital was es- 
tablished, Dr. Raiford continued 
his home calls. First he used a 
buggy. One severe winter his 
horse went lame, and he had to 
go on foot. Then he used a motor- 
cycle and, in 1912, his first model 
T. But he knew that more prompt 
service did not solve the problem. 
What the country people needed 
was more service. And Dr. Rai- 
ford also saw that the need for 
preventive medicine in rural dis- 
tricts was all the greater because 
of the shortage of hospital and 
medical facilities. 

It was natural, therefore, that 
as Dr. Raiford’s hospital ex- 
panded and the group practice 
clinic took shape, he should be- 
come interested in health plans. 

Today 1,000 members of local 
industry are covered by a prepay- 
ment plan, and a large bloc of the 
country citizens are enrolled in 
Blue Cross. But Dr. Raiford wanted 
even broader coverage. Before his 
death, he and A. G. Howell, the 
administrative director of Raiford 
Memorial Hospital, were working 
on a prepayment plan which even- 
tually should cover the entire 
community. 
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Ready for the Press 
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OR MANY YEARS I have felt that 
- the hospitals have been very 
backward in telling their stories 
to the public. If we are to continue 
on a voluntary basis, we must be 
prepared to place our house in 
order and then tell the public. We 
must get our story of problems 
and limitations through to the 
people of our communities. 

The most important problem is, 
of course, financial. Once the com- 
munity is made to understand 
present costs of hospital care, the 
problem is no longer insurmount- 
able. Before this story can be told, 
a reputation for cooperating with 
the press is essential. 

Too many hospital administra- 
tors suppress information need- 
lessly. They want good write-ups, 
yet when the reporter shows up, 
they tell him to call the ward, or 
surgery, or information. This is 
the old run-around, and newspa- 
permen do not like it any better 
than do administrators. 

But we at Hackley Hospital 
have reversed this procedure. We 
get our facts ready for the report- 
ers. This includes authentic facts 
on all emergencies and any other 
information which we think has 
public value. We have told news- 
paper reporters and representa- 
tives from the radio station to call 
at 10 A.M. each day. The assistant 
superintendent has been designat- 
ed to accept these calls. By giving 
them authentic information, we 
have won increased cooperation. 

There is nothing complicated 
about this procedure. Complete 
names (spelled correctly), age, 
address, extent of injury, general 
condition of patient and a reason- 
able amount of information on the 
cause of the accident are  fur- 
nished. These facts usually make 
any reporter happy. 

From a paper presented by Mr. Dann at 


the Tri-State Hospital Assembly, Chicago, 
May 3-5. 


But the more facts, the better. 
The average person in the com- 
munity understands facts and fig- 
ures where he does not under- 
stand ‘‘professional viewpoint,’’ 
that greatly abused term which 
is used so often to conceal facts 
and figures. 

Facts build up the confidence 
of reporters, too. By having them 
ready when the reporter wants 
them, our hospital is fortified 
against those occasions when in- 
formation can be given only by 
the attending physician. It makes 
the reporters more appreciative 
of the administrator’s position. 

By developing this relationhip 
with the press, I have had to 
change my concept of what a 
newspaper considers public inter- 
est. An example is a series of ar- 
ticles we recently released. The 
idea behind them was to have the 
reporter, in his article, take every 
reader of the paper with him on 
a trip through the individual de- 
partments of the hospital, explain- 
ing along the way departmental 
problems and responsibilities. 

He saw that the average house- 
wife (and potential patient) would 
be ‘interested in the fact that the 
washing machine handles 300 
pounds of linen, that the wringer 
wrings out 100 pounds of ‘clothes 
at a time, and that the ironer is 
so large that four to six people 
can work on it at once. Those facts 
were so routine to me that I could 
not recognize their worth. 

These reporters have become 
more than just a means of telling 
our story to the public. They also 
reflect public opinion. 

One reporter calls on me every 
Wednesday at 2 P.M. He tells me 
what criticism he has picked up, 
and I try to give him the true 
answers and explanations. This 
has been going on for over a year 
now, and I have learned things 
about my hospital I never would 
have known. A reputation of co- 
operation with the press, I think, 
has made this possible 











SCHOOL FOR EXPECTANT FATHERS 


NEW TWIST to an old technique 
for making a hospital the cen- 
ter for community health activi- 
ties and education is a school for 
expectant fathers. Such a class se- 
ries recently was conducted by 
the Chicago Lying-in Hospital. In- 
structing mothers on their respon- 
sibilities to new infants is now a 
practice in many hospitals, but in 
the Midwest, at least, the fathers 
have been neglected. 


Not only have these fathers’ 
classes proved to be a means of 
presenting important information, 
but they also have demonstrated 
to the community that the hospi- 
tal is more than a place for the 
sick. 

This school evolved from our 
successful classes for expectant 
mothers which have been an in- 
tegral part of the program of ob- 
stetric care at Chicago Lying-in 
Hospital for many years. Gradu- 
ally the classes have increased in 
size and scope. Today they con- 
sist of a series of seven lectures 
and demonstrations for prenatal 
patients given on a regular sched- 
ule throughout the year -and three 
lectures and demonstrations for 
the mothers when they are in the 
hospital. 

After the value of this program 
had been fully demonstrated and 
accepted, there naturally followed 
suggestions that we provide simi- 
lar classes for the instruction of 
expectant fathers. These sugges- 
tions have come from patients and 
at times even from the husbands 
of patients. Members of the ob- 
stetric staff have believed that 
such classes would give the hus- 
bands not only information con- 
cerning the care of the baby but 
a proper understanding of the 
physical and emotional condition 
of their wives during this period. 


Frequently staff members have 
observed instances where such un- 
derstanding would have been help- 
ful to their patients. Also, it was 
felt that the establishment of such 
classes would give the hospital 
further oppertunity to expand its 
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Chicago’s Lying-in Hospital has 
a technique that helps to make 
it a center for community health 
activity and education. In lectures 
and demonstrations fathers learn 
about baby care and pregnancy. 





STANLEY A. FERGUSON 
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function of community and public 
service. 

Late last year we started to 
plan a series of fathers’ classes 
to be given the next March. Senior 
members of the obstetric and pe- 
diatric staffs and the director of 
nurses held several discussions on 
the proposed program. We outlined 
four class sessions to be given on 
four consecutive Tuesday evenings 
in the hospital auditorium. It was 
realized that changes in the pro- 
gram as prepared might be neces- 
sary as classes progressed. This 
proved to be true. 

At the first class a staff obste- 
trician presented a lecture con- 
cerning the physiology of preg- 
nancy and the various aspects of 


Classes for 


CHICAGO LYING-In SB, 


HOSPITAL ¥ 
_ DORA DE LEE HALL 


a 


POSTERS have been placed throughout the 


hospital to publicize forthcoming classes. . 


medical care of the pregnant 
woman. Several colored slides 
were used in the lecture, and a 
series of pictures depicting va- 
rious activities in the hospital’s 
outpatient department were 
shown. 


The second and third classes 
were conducted by a nurse. At 
the second class she suggested 
ways a husband can help his preg- 
nant wife and outlined plans which 
should be made for bringing the 
wife to the hospital and taking 
her home with the new baby. As 
an added feature, we presented 
a section of a medical movie 
showing the birth of a baby. 

At the third class typical baby 
clothing, equipment and supplies 
were displayed and _ discussed. 
There followed a general demon- 
stration of bathing, dressing and 
feeding the baby. Then the stu- 
dents were divided into smaller 
practice groups of about 12 men 
each. Each group was assigned to 
a nurse who gave individual in- 
struction to those students who 
wished to practice the various 
tasks. 


At the fourth class the pedia- 
trician lectured on the baby’s first 
year, and the dietitian discussed 
the baby’s formula and demon- 
strated its preparation. The chief 
of the obstetric staff closed the 
class with a general question and 
answer period. 


All meetings except the prac- 
tice groups were held in the hos- 
pital auditorium. Practice groups 
were set up in the large room 
adjacent to the auditorium where 
the mothers’ classes meet. The 
various items of clothing, equip- 
nvent and supplies displayed and 
used in demonstration also were 
borrowed from the mothers’ class- 
es. Consequently, the only out-of- 
pocket expense for the program 
was the cost of printing the post- 
cards announcing the classes. 

In forming the faculty, we had 
the senior members of the obstet- 
ric and pediatric services, the di- 
rector of nurses, a member of the 
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faculty of the university’s school 
of graduate nursing education and 
the dietitian in charge of baby 
formulas. For the group demon- 
strations at the third class, in- 
structors from our nursing school 
and postgraduate nursing students 
eagerly volunteered. The success 
of the classes was due principally 
to the enthusiasm and splendid 
cooperation of all those who spent 
much time preparing their lec- 
tures and then remained after 
each class to answer the barrage 
of questions. 

We planned the publicity for 
these classes very carefully. Since 
most of the 4,000 patients who 
have babies here each year re- 
ceive prenatal care in the hospi- 
tal’s outpatient department, it was 
decided to distribute postcards to 
those women on our outpatient 
list. This card carried the hospi- 
tal’s address, and no stamp was 
required for mailing. 

Letters announcing the classes 
were sent to physicians on the 
courtesy staff. Many of them ob- 
tained cards for distribution to pa- 
tients coming to their offices. Sev- 
eral cartoon-type posters also 
were made up and displayed in 
various places throughout the hos- 
pital lobbies and outpatient wait- 
ing rooms. 

Though classes similar to these 
have been held in the East, our 
class is, as far as is known, the 
first presented under medical and 
hospital auspices in Chicago. We 
felt that the program would have 
at least enough news value to rate 
an announcement in the _ local 
newspapers. So the press rela- 
tions office of the university pre- 
pared a release. 

The response was much greater 
than expected. Not only did the 
Papers carry the routine an- 
NMouncement but they asked per- 
mission to send reporters to the 
classes for human interest stories 
and pictures of the students and 
demonstrations. 

Since the classes were planned 
to fill an educational need, we 
wanted to avoid any news hand- 
ling which would detract from the 
serious note and give the impres- 
sion to the public, and particular- 
ly to the students, that the classes 
were purely a publicity stunt. 
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AT THE THIRD session, general demonstrations were followed by individual instructions. 


This attitude was conveyed to 
the newspapers. Their reaction 
was excellent. Reporters who at- 
tended classes checked carefully 
with the press relations office on 
all material used in their stories 
and avoided contacting students 
concerning their reactions. Of 
course there were requests for 
pictures. By arrangement, all 
newspapers were invited to send 
photographers to the third session 
when bathing demonstrations 
were to be given. 

There was no difficulty in get- 
ting individual students to volun- 
teer for pictures. Newspaper in- 
terest in the project went still fur- 
ther. Two papers are planning to 
present feature stories with pic- 
tures in weekend supplements. 
Special arrangements were made 
with several husbands to obtain 
the pictures needed. 

Student interest and enthusiasm 
was high. More than 125 men at- 
tended one of the classes. The 
average attendance was about 90. 
About 55 men attended all four 
classes. Classes began promptly 
at 8 P.M., and there were few 
late comers. 

Following the lecture or class 
demonstration, which lasted one- 
half to three-quarters of an hour, 
a question period was held. The 


volume of questions showed the 
great need for this kind of instruc- 
tion. Despite efforts to close the 
question period after a half hour, 
individual students would remain 
to discuss problems with faculty 
members. The question period at 
the last class was for men only. 
It gave the men further opportu- 
nity to obtain direct answers to 
many questions. 

These classes proved to be a 
complete success. Students ex- 
pressed approval of the program 
content. Their attendance and en- 
thusiasm indicated great interest. 
In one family this interest 
brought two grandfathers-to-be to 
the last class session. They want- 
ed to see what was new in the 
expectant father field. 

Several of our women patients 
reported that after attending the 
classes their husbands had shown 
a new interest. This was reflected 
in a willingness to help manage 
household affairs, arrange need- 
ed recreation and rest, and pro- 
vide the layette and other sup- 
plies. 

Members of the medical and 
nursing staffs unanimously agreed 
that the program should be con- 
tinued. Plans are being made to 
present the classes four times a 
year. 
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EDITORIALS 











Changing Need for Beds 


ONE ARTICLE IN THIS ISSUE of the journal can be 
read with profit by all administrators who have a 
plant extension program still in the planning stage. 
It is the discussion by Dr. John B. Pastore and Fran- 
cisca K. Thomas, on pages 40 to 43, of current trends 
in birth rates and population shifts. 

During recent years it has seemed that everything 
pointed to more hospital beds—the dramatic effect of 
prepayment, wartime prosperity, a rising percentage 
of hospital births, a rise in birth rates. 

Although no hospital building program should be 
planned without a careful study of probable demand 
tor the proposed new facilities, it has been extremely 
easy to be carried away by an impression that the 
demand is insatiable. 

The point of the discussion is that any impressions 
more than a year old probably are out of date. Ad- 
ministrators who have had to postpone actual con- 
struction could well afford to start with the authors’ 
findings and check their own plans in greater detail. 
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Better Than Words 


THE MOST CAREFULLY CHOSEN WORDS are inadequate 
when a person of great stature dies, but seldom is it 
possible to pay tribute in any better way. An excep- 
tion is to be found in a letter from Dr. Harry Coppin- 
ger, superintendent of Winnipeg General Hospital, 
which follows in part: 

“Almost immediately following the announcement 
of the death of Dr. George F. Stephens in Vancouver, 
B. C., the Winnipeg General Hospital received two 
checks from American hospital people ‘toward a 
memorial for Dr. George F. Stephens.’ It was heart- 
warming to receive this evidence of the esteem in 
which Dr. Stephens was held in the United States. It 
will be remembered always that the first contributions 
toward establishing a memorial were received from 
American sources. 

“Dr. Stephens will be a tradition at this institution 
for many years to come. Stimulated by the first two 
contributions and local inquiries the board of trustees 
has opened an account now known as the Dr. George 
F. Stephens Memorial Fund. Contributions received 
will be added to the fund. Decision as to the nature 
of the memorial will be held in abeyance until it 
becomes known how much will be made available. 

“One suggestion is that we establish a fellowship 
to be known as the Dr. George F. Stephens Fellow- 
ship. No solicitation or drive for funds will be put on, 
but the fund is open to all who care to assist in 


50 


honoring one of Canada’s foremost hospital adinin- 
istrators. The idea is receiving favorable comment in 
Winnipeg. It is anticipated that our own citizens wil] 
contribute generously. Small subscriptions will be 
just as welcome as large ones, and all will be ac- 
knowledged.”’ 

Dr. Stephens was indeed a person of great stature. 
His contributions to hospital administration in Can- 
ada and the United States are spread across nearly 
forty years of service. The memorial fund gives his 
associates in both countries a chance to pay their 
respects by helping to perpetuate his spirit, something 
that words alone can never do. 
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A Tale of Two States 


FoR TOO MANY YEARS a hospital in the capital city 
of a midwestern state had been caring for county 
welfare patients at a rate too far below cost. The 
administrator and board finally decided that they 
could not go on forever asking their pay patients to 
subsidize the county government.- 

First they declined to sign a new contract in which 
the rates were too low, but they continued to accept 
welfare patients. They regularly billed the county 
for costs, regularly accepting what the county was 
willing to pay, and this eventually produced an un- 
collected bill of several thousand dollars. 

Then the administrator and board pressed for pay- 
ment of this bill for which the county government 
contended it was not liable. Eventually the state at- 
torney general ruled that the county was liable and 
could be sued, the old bill was paid, a new rate ap- 
proaching costs was agreed on—and a precedent was 
set that will be invaluable to all hospitals in the state. 
Further details will be found in the lead article of 
this journal. 


FoR TOO MANY YEARS the hospitals in an eastern 
state had been caring for city patients at too great a 
loss, and nothing could be done by negotiation because 
a state law put a limit on the amount that municipal- 
ities could pay for hospital service. The law would 
have to be changed, and this could not be done easily. 

First the hospital association in that state surveyed 
its members on the subject of operating deficits. The 
results were startling. One way and another these 
statistics, and their relation to inadequate pay for the 
hospital care of indigent and medically indigent, were 
exhibited around the state. They were used in news- 
paper stories, in radio broadcasts and in talks before 
influential organizations. 

Then the hospital association went to the governor 
and legislature with a well prepared case for amend- 
ing the law. State officials were open to conviction be- 
cause both they and their constituents back home 
were familiar with the hospitals’ plight. An amend- 
ment permitting higher payments by municipalities 
was voted and signed by the governor. Further details 
will be found in the news section. 
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THE MORAL OF THIS TALE is fairly obvious: Perhaps 
they can break the old routine single-handed, per- 
haps they will find it necessary to work together, but 
hospitals need not go on forever asking their pay 
patients to subsidize local government agencies. 
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Voluntary Planning | 


QUOTE FROM A RECENT press release: “The New 
York Infirmary will forego its plan to move from 
the lower East Side to York Avenue and 62nd Street, 
in order to cooperate fully with the Hospital Council 
of New York in its efforts to space hospitals where 
they are most needed throughout the city.” 

This bit of local news has a special meaning because 
of the times. A byword of the times is planning—the 
planning of hospital facilities to fit public need. 

One kind of community planning is extremely com- 
mon, for every self-respecting village has its zoning 
regulations. A second kind, not so common, might be 
identified as money-incentive planning. The law sup- 
porting it merely provides a financial reward for 
those who cooperate, and a familiar example is the 
Hill-Burton Act. 

But in a third and fairly rare kind of planning, 
there is neither. compulsion nor financial reward. Its 
success depends entirely on public spirit, on volun- 
tary cooperation. It is in this kind of planning that 
the Hospital Council of New York is engaged. With 
no power beyond an appeal to public spirit, it must 
deal with scores of hospital organizations that are ac- 
customed to acting independently. 

Many of these organizations already are formally 
listed as participating hospitals, which means that 
they are pledged to cooperate in community planning. 
The New York Infirmary’s announcement is signifi- 
cant because it could not participate without aban- 
doning some definite plans already laid out. 

Even though national planning of hospital facilities 
today is based on financial reward—on the Hill-Bur- 
ton Act’s matching funds—the full reward can be 
earned only with a large measure of public-spirit 
Planning. 

The greatest virtue of this national program is that 
it permits voluntary hospitals to participate by vol- 
untarily pooling their problems and resources within 
states, within districted areas, within counties and 
within cities. In New York City they are not missing 
the chance. 
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Among the Intangibles 


A NOTE COMES TO THE ASSOCIATION office from B. C. 
Jacobi, manager of a theater in Fredonia, Kan. This 
theater has been showing “You’re the Doctor,” and 
the manager sends word that his patrons are both 
Pleased and impressed. 

Mr. Jacobi says of the film that it is forceful and 
to the point; that it is one of the finest appeals ever 
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made on the screen. He thinks it should be shown in 
every community. 

For the benefit of any persons who do not yet 
know, “You’re the Doctor’? is a movie short that 
explains why good hospital service is a necessity. 
Its special purpose is to help hospitals in their fund 
raising campaigns. It was produced by the Association 
with a grant from Will, Folsum and Smith, and it is 
available for purchase or rent. 

Since this film was released in November 1946, it 
has been rented for showing in 270 communities and 
125 copies have been bought. Uncounted thousands of 
people have seen it and gone away with a new under- 
standing. Among those uncounted thousands an un- 
countable number of persons have been moved to 
give money for expansion of hospital facilities. 

It happens often that some citizen unexpectedly 
makes a substantial gift to a hospital. Through chance 
alone, he or she has learned of the hospital’s great 
value and concluded that it is worthy of support. How 
much more often will this happen in communities 
where “You’re the Doctor” has been shown? How 
much of the millions that will be contributed in these 
communities during years to come might be credited 
to the film’s effectiveness? 

While ‘“You’re the Doctor” moves about on its mis- 
sion of good will, it also points up one of the in- 
tangible values of Association membership. Efforts 
have been made to measure the worth of membership 
in dollars, but without success, and this is because of 
the many intangibles. 

Circulation of “You’re the Doctor” is one of the 
Association’s least spectacular activities. Still it is 
easy to imagine financial contributions that have been 
stimulated by it exceeding the total value of Associa- 
tion dues revenue for a year. 
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Among the Tangibles 


In presenting a plaque to the Advertising Council, 
recognizing its contribution to nurse recruitment, 
President Graham Davis said: 

“It is too early to evaluate the influence of our re- 
cruitment program on the future of health service, but 
certain tangible results are beginning to appear. 

“For one thing it has helped to sell hospitals to 
hospital trustees, to administrators and other em- 
ployees. The program is a morale. builder in these dif- 
ficult times, and it has developed a sense of cohesion 
among hospitals. 

“Also it has encouraged physicians and hospitals to 
shake loose from the traditional concept of public 
relations based on the oath of Hippocrates, which 
was promulgated about 400 B.C. Through the physi- 
cians who work in them, hospitals are affected by this 
code; but many of us are beginning to wonder if it fits 
the age of the atom and the singing commercial. 

“The hospital is getting lost in a scramble for the 
consumer dollar. Hippocrates, if he were living today, 
probably would use the soap opera to sell good health 
to the people.” 
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LEGAL IMMUNITY 


An evaluation of a New Jersey code 
protecting hospitals from liability 
when medical records are examined 


N APRIL 1945 the State of New 
Jersey passed a law that defines 
the occasions when hospitals can 
allow patients’ records to be ex- 
amined and still retain legal im- 
munity. 

Whether or not to disclose these 
records for litigation of liability 
and compensation cases had been, 
until that time, one of our diffi- 
cult problems. For over three 
years now this law not only has 
given us a guidepost for uniform 
practice but has made the job of 
the medical record librarian 
much easier. 

Our hospital and others in New 
Jersey can recommend similar 
legislation to other states. 

The New Jersey law deals spe- 
cifically with liability and com- 
pensation cases. Both the person 
making the claim or his repre- 
sentative and the individual or 
company against whom the claim 
is made are allowed to examine 
these hospital records. While ex- 
tending this privilege, the law pro- 
tects the hospital and its officers 
and employees from liability in the 
case of a damage suit. 
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Thus the law had made it pos- 
sible for certain authorized peo- 
ple to examine the records with- 
out first getting the patient’s per- 
mission. 

One purpose of this law — it 
went through the state legislature 
as New Jersey Bill No. 248 — is 
to minimize litigation. This saves 
money for the litigants and time 
and effort for the hospital in the 
preparation and trial of cases. 

Lawyers and insurance carriers 
also can get information without 
delay and prepare their cases 


more promptly. Another result of 


this prompt access to the hospital 
record is that many cases are re- 
viewed and settled out of court. 
In the medical records depart- 
ment this bill has reduced the 
need to transcribe lengthy reports 
for the lawyers’ and insurance 
carriers’ use. This makes it pos- 
sible for the medical record li- 
brarians to give more time to 
their regular duties. The bill also 





hours are specially arranged. 


tion. 


librarian or administrator. 





Hospitals and the Code 


For what purpose may records be examined?—For assisting in 
the litigation of liability or compensation cases. 

Who may examine records?—The plaintiff and the defendant or 
their legal representatives, the court, the Workmen’s Compensation 
Bureau, or public authorities in charge of law enforcement. 

When may they be seen?—During regular working hours of the 
hospital’s medical record librarian or administrator unless other 


What must the hospital do?—Make available for examination 
those parts of the records that have a direct bearing on the litiga- 


How is the hospital protected?—It may require the person seek- 
ing information to furnish justifying information and facts in writ- 
ing and under oath. It is furnished with a written receipt for those 
parts of the records subpenaed by the court. 

What are the advantages?—The law frees the hospital or any 
hospital employee from liability in a damage suit which might 
result. It eliminates time-consuming work for the medical record 








has reduced the necessity of a 
medical record librarian spending 
hours going to and from the court 
room to honor subpenaed hospi- 
tal records. 

It was the New Jersey Hospital 
Association which gave impetus 
to the idea. The association had 
sponsored a committee to study the 

«problem. 

Later there was organized 4 
joint committee composed of rep- 
resentatives from those state or- 
ganizations that were concerned 
with the problem. It made a com- 
prehensive study of hospital re- 
cords and produced a code for 
uniform practice which was the 
basis for the bill presented to the 
legislature. Every organization 
represented on the committee ap- 
proved the code before it was pre- 
sented. : 

This act affects only liability 
and compensation cases and does 
not cover any other requests for 
examination of the hospital re- 
cord. The representative of the 
hospital has to be _ particularly 
cautious when interviewing the 
prospective examiner of the re- 
cord. He must always be sure that 
he is safeguarding the rights of 
the patient and the hospital’s re- 
sponsibility to the patient. 

The code of uniform practice 
provides that prospective exami- 
ners must submit a written state- 
ment justifying his use of the re- 
cords. When the courts or the 
Workmen’s Compensation Bureau 
subpena these records they must 
submit a written receipt if the re- 
cords are retained by the court. 
The administrator may withhold 
records from anyone he thinks 
has not carried out either the let- 
ter or the spirit of the code. 

Even when the code is observed 
strictly the administrator still 
may refuse to surrender thé re- 
cords. This is in cases where he 
thinks disclosure of the records 
will do the injured person more 
harm than good. This provision, 
though, rarely is enforced. 

These are reasons why the pros- 
pective examiner of the records 
must be interviewed carefully. If 
he does not fill all the require- 
ments of the law, the patient's au- 
thorization for the examination of 
his records then is required. 
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CANADA’S VETERAN CARE PLAN 


In which voluntary hospitals and 
government pool their resources 


_” LIKE THE United States, 
came out of the war with a 
huge veterans’ group needing 
medical and hospital care. To pro- 
vide this extensive service, Cana- 
dian authorities had to do some- 
thing about inadequate hospital 
facilities. There were not enough 
beds in dominion, provincial and 
civil hospitals to meet the new 
demand. 

In developing its program, Can- 
ada, unlike the United States, co- 
ordinated its expansion of facili- 
ties with the existing hospital sys- 
tem of the country. From the be- 
ginning, all existing Canadian hos- 
pitals were drawn into the pro- 
gram and have functioned as a 
safety valve, .providing care for 
veterans with either service or 
nonservice disabilities. 

The results of the two 
approaches can be evaluated 
quickly in a comparison. This is 
the well known picture in the 
United States: Construction of 
new veterans’ hospitals is bogged 
down seriously in a morass of 
spiraling costs and governmental 
uncertainty. The Veterans Admin- 
istration is pessimistic about the 
possibility of staffing and main- 
taining its vast hospital empire. 
Its administration is being sub- 
jected to more and more political 
pressure as it determines the lo- 
cation of new-hospitals. 

While Canada’s veteran popula- 
tion is not as great (1,250,000 
compared to 20,000,000 in the Unit- 
ed States), the general hospital 
and medical problems of the two 
countries are similar. 

Following demobilization, the 
Canadian authorities encouraged 
the immediate treatment and hos- 
Pitalization of all veterans requir- 
ing medical attention. Veterans 


——__., 


This is a condensation of a report to the 

American Hospital Association’s Council 
Sa Government Relations by Dallas G. 
utton, Rear Admiral (MC) USN (Ret.), 
the Association’s director of “study of 
government hospital relations. 
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with disabilities existing at the 
time of discharge were urged to 
apply for treatment as part of the 
country’s rehabilitation proced- 
ure. 

The Canadian Department of 
Veterans Affairs’ program had 
four parts: (1) The construction 
of new veterans’ hospitals; (2) the 
utilization of existing military 
hospitals; (3) the construction of 
additions to civil, or non-military 
hospitals, and (4) the unlimited 
use of civilian hospitals. 


No Oversupply 


The Canadian authorities held 
the construction of new buildings 
to a minimum. The construction 
of separate hospitals for veterans 
was wisely limited so that when 
the peak of the veterans’ load 
was reached (correctly estimated 
for Canada at about three years) 
there would be no great oversup- 
ply of unneeded beds in such hos- 
pitals. 

The military hospitals in Cana- 


da served effectively in helping 
to accommodate the pressing de- 
mands for facilities at a time 
when thousands of disabled veter- 
ans were being demobilized. This 
was in great contrast to the Unit- 
ed States’ program where avail- 
able beds in military hospitals 
were closed and only a relatively 
small number were used for the 
hospitalization of veterans. 


Additions to existing Canadian 
civil hospitals were constructed. 
In Kingston for example, the De- 
partment of Veterans Affairs con- 
structed a permanent wing to the 
Kingston General Hospital, a non- 
profit institution. This addition be- 
came an integral part of the hospi- 
tal and was administered, not by 
a governmental agency, but by 
the existing civilian hospital staff. 
It provides 60 beds for veterans. 
The only department employee in 
the hospital is one physician who 
functions as liaison officer. A high 
type of care is given. 

In the method of handling serv- 





pressive. 





This Was the Result 


IN REVIEWING THE VETERANS’ hospitalization and medical care 
program that has been established in Canada, that government’s 
foresight in establishing its basic operational principles looms im- 


The most influential of these principles governed the hospital- 
ization of three large groups of veterans. These included the veteran 
with a service disability, the veteran with a disability existing at 
the time of discharge, and the veteran requiring active remedial 
treatment for a disability which had not been conceded to be service 
connected during the year following demobilization. 

Authorization for the immediate hospitalization of these vet- 
erans, in effect, reduced the total period of hospitalization that 
would have been had the United States’ method been followed. In 
short, the program in Canada provided a maximum of hospital- 
ization at a time when it was of most value to veterans. Further- 
more, it paved the way for the decommissioning of military hospitals 
within a reasonably short period of time.—DALLAS G. SuTTON, M.D. 











ice and nonservice disability pa- 
tients, the contrast between the 
two countries is sharp. 

During the months immediately 
following demobilization, Canadi- 
an authorities imposed few re- 
strictions on medical care for all 
veterans. As a result, large num- 
bers of disabled soldiers took ad- 
vantage of the gratuitous hospi- 
talization and treatment. 

The Canadian government rec- 
ognized the need, as recognized 
in the United States, to provide 
hospital and medical care for 
needy veterans with nonservice 
disabilities. In providing authority 
for the hospitalization of this type 
of veteran, Canada, however, set 
up a number of firm and sensible 
limitations. 

A veteran with a nonservice dis- 
ability will receive treatment only 
if he has served overseas and if 
he is earning less than approxi- 
mately $100 a month. There-is no 
uncertainty in these require- 
ments. They are clearly under- 
stood and firmly respected. 

This is in great contrast to pre- 
sent procedure in the United 
States. Here the nonservice disa- 
bility patient is hospitalized by the 
Veterans Administration if there 
is an available bed and if he certi- 
fies vaguely that payment of his 
own expenses would cause him 
hardship. 

Failure to establish a realistic 
and firm policy on the eligibility 
of the nonservice patient has 
caused only confusion. 


Decentralized 


Canada’s veterans with non- 
service disabilities who do not 
qualify for free hospitalization are 
accounted for in the British North 
America Act. This act, like our 
own constitution, makes health 
care the primary responsibility of 
the separate provinces rather 
than the national government. 

Under this arrangement the 
provinces have accepted responsi- 
bility for disabilities due to tuber- 
culosis, alcoholism, drug addic- 
tion, mental conditions, chronic 
diseases and infectious and ven- 
ereal diseases that were not in- 
curred in military service. No 
Canadian veteran with such ill- 
ness would qualify for free hos- 
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pitalization at dominion expense. 
He would receive, however, the 
same treatment as any other citi- 
zen of the province in which he 
resides and under the same con- 
ditions of financial assistance. 

The Act, in effect, has resulted 
in a great degree of decentraliza- 
tion of hospitalized veterans and 
a concomitant shifting of respon- 
sibility from the dominion to the 
provincial facilities where civil- 
ians as well as veterans are 
treated. 

The same principle generally 
applies in this country and, in 
the past, states have assumed re- 
sponsibility for these long term 
illnesses. Because of the policy of 
Congress to allow veterans with 
nonservice disabilities to occupy 
vacant beds in Veterans Admin- 
istration hospital, however, the 
states have been evading their 
proper responsibility to veterans. 
As a result, veterans have de- 
manded hospitalization for pro- 
longed illnesses from the federal 
government. It cannot and prob- 
ably should not be expected to 
provide such care. 

After the principles governing 
the hospitalization of veterans in 
Canada, were determined, the au- 
thorities drew up control regula- 
tions outlining the restrictions 
placed on this privilege. Veterans 
with service disabilities were 
given priority, and authority was 
granted for hospital care with few 
limitations. Others with disabili- 
ties existing at the time of dis- 
charge, and those in need of hos- 
pitalization within one year after 
discharge, were granted the privi- 
lege as the need was demon- 
strated. 

The time limit placed on these 
two classes of veterans now has 
expired so that such authoriza- 
tions have been discontinued. Au- 
thorizations for the hospitalization 
of veterans with complications 
resulting from venereal diseases, 
emergency conditions, and pen- 
sionable conditions, however, are 
being continued. 

In general, a Canadian veteran 
with a nonservice illness whose 
treatment is not provided by one 
of the provinces, may qualify for 
Dominion care on the basis of a 
rigid means test and the require- 


ment of ‘‘meritorious service,” 
defined as overseas duty. 

Since civil institutions and their 
employees were drawn into the 
Canadian veterans hospitalization 
program, they have been avail- 
able to ex-servicemen with either 
service or nonservice disabilities 
who qualified for treatment. This 
has permitted the veteran to be 
treated by his home town doctor 
and to receive hospital care in 
his community hospital when ap- 
proved by the veterans’ official 
in his district. 

In the United States, however, 
the federal law prevents the hos- 
pitalization of nonservice patients 
in civil hospitals except in emer- 
gencies. This restriction exists 
even though veterans needing 
care for such illnesses constitute 
the bulk of the burden on the Vet- 
erans Administration medical de- 
partment. 


Early Treatment 


The Canadian veteran with a 
nonservice disability who quali- 
fies for treatment also is afforded 
the privilege of outpatient care. 
Canadian veteran patients re- 
ceived treatment during the incip- 
ient stages of their ailments and, 
as a result, the medical difficulty 
frequently was cleared up before 
hospitalization was necessary. 

In the United States a veteran 
with a nonservice disability is per- 
mitted outpatient treatment only 
in a Veterans Administration fa- 
cility, and then only if treatment 
follows a period of hospitalization 
in a veterans’ hospital. 

Eligible Canadian veterans may 
receive outpatient care in clinics 
throughout the country that have 
been set up in both veteran and 
civil hospitals. Most of the out- 
standing clinics are located in 
hospitals identified with teaching 
centers. Veterans also may re- 
ceive treatment, however, from 
individual civilian physicians who 
are authorized to care for patients 
in their offices, homes, or in ci- 
vilian. hospitals when there are 
no veterans’ institutions in the 
area. These civilian physicians re- 
ceive payment for such services 
on the basis of a fee schedule 
which has been agreed upon by 
the Canadian Medical Association 
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and the Department of Veterans 
Affairs. 

Now that the peak of the hos- 
pital load has passed in Canada, 
‘the treatment of veterans by ci- 
vilian physicians is being discour- 
aged and it is assumed that the 
great majority of veterans need- 
ing hospitalization, from now on, 
will be accommodated in depart- 
ment facilities. 


Past Peak 


Here, as in Canada, the peak 
load of veterans with service dis- 
abilities already has been 
reached. There is an ever increas- 
ing demand, however, for treat- 
ment of those veterans having 
nonservice disabilities. This pres- 
sure has developed because Con- 
gress has followed vague and con- 
fusing policies and because the 
states have not recognized their 
full responsibilities to all needy 
citizens including veterans. 

At the beginning of 1948, ap- 
proximately 60 per cent of the 
Canadian veterans under treat- 
ment in hospitals were getting 
care on the basis of a service dis- 
ability. But in the United States, 
60 per cent of the hospitalized 
veterans are receiving care for 
illnesses having no relation to mil- 
itary service. 

Having studied the trend in hos- 
pitalization of their veterans, 
the Canadian authorities have 
reached the conclusion that the 
peak has already been reached. 
For that reason, there has been 
no significant planning for new 
construction of veterans’ hospitals 
in Canada. 

In the United States, however, 
just the opposite is true. In fact, 
it has been stiggested that the to- 
tal number of beds existing by 
1951—151,000—be doubled to meet 
future demands. And the end of 
these demands is not in sight. 

Canada has utilized all existing 
hospital facilities — military, do- 
minion, provincial and civil—to 
the fullest possible extent. The 
benefits granted have been gen- 
erous. But they were provided 
all veterans immediately after the 
cessation of hostilities, when they 
were of maximum value and when 
military hospitals were available 
for the peak load of care. 
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Benefits for nonservice illness- 
es, furthermore, were made pro- 
vincial and local responsibilities, 
following an appropriate period 
immediately after demobilization. 

With the increase in the veter- 
an population in the United States, 
the demand for care of nonserv- 
ice illnesses is increasing. An es- 
timated 250,000 to 300,000 beds 
will be needed by 1970. 

Under present federal law and 
the stimulus of various politicai 
pressures, these additional beds 
almost inevitably will be provided. 
Two systems of hospitals thereby 
will be created with a tremendous 


duplication of personnel and fa- 
cilities. This will be accomplished 
without any corollary strengthen- 
ing of the hospital system of the 
country as a whole. 

Hospital authorities in this coun- 
try are hopeful that Congress will 
realize the need to restudy the 
veterans’ hospitalization and med- 
ical care program. Investigations 
already are underway in Congress 
to attain this end. Only as Con- 
gress clarifies veterans’ benefit 
provisions and relates such bene- 
fits to quality of care for the coun- 
try as a whole will any real prog- 
ress be possible. 





HOSPITALS’ QUIZ 


On People 


LISTED BELOW is a series of questions 
on interesting and unusual facts, fig- 
ures and ideas from the pages of the 
June issue of HospiTats. Each state- 
ment is followed by five possible an- 
swers, only one of which is correct. 
After completing, check with answers 
on page 82. 

Quiz ratings: 9-10, exceptional; 7-8, 
excellent; 5-6, good. 


LJ 1. According to nurse satisfaction 
studies made by the Duke University 
School of Nursing and 12 schools of 
nursing in Minnesota, the period when 
satisfaction falls the lowest is the: 


a. Freshman year 

b. Junior Year 

. Senior year 

. Year after graduation 

. Fifth year after graduation 


L] 2. A law requiring all its residents 
to submit to an examination to detect 
tuberculosis was passed recently in one 
of the following states. That state is: 


a. New York b. California 
c. Minnesota d. Alabama 
e. Nebraska 


(J 3. A recent survey of 10 Connecti- 
cut hospitals showed a wide variation 
in policies controlling reductions from 
established rates. As a result it was 
recommended that nurses and em- 
ployees on wards, when hospitalized, 
receive a discount of what per cent? 


a. 0 b. 25 c. 50 
d. 75 e. 100 


CL] 4. The Indiana Hospital Licensing 
Act provides for a council to review 
all applications. Of the eight members, 
there are how many hospital admin- 
istrators? 
a) b. 2 c. 4 
d. 6 


and Events 


LJ 5. The first helicopter ambulance 
landing on a hospital roof was made a 
National Hospital Day event. The heli- 
copter landed in the roof of which one 
of these hospitals? 

a. Johns Hopkins, Baltimore, Md. 

b. Herrick Memerial, Berkeley, Calif. 

c. St. Vincent's, New York City 

d. Emory University, Atlanta, Ga. 

e. Missouri Pacific, St. Louis 


LJ 6. With a change in the federal law 
pending, the first state to repeal its 
margarine tax law was: 
a. Tennessee b. Idaho 
c. Wisconsin d. Washington 
e. New Jersey 


LJ. An underground hospital built 
during the war at Frankfurt am Main, 
Germany, required overhead protec- 
tion of reinforced concrete to a total 
depth of how many feet? 
a. 4 b. 8 c. 12 
d. 16 e. 20 


L 8. The need for an effective public 
relations campaign for hospitals has 
become especially important because 
hospitals collectively are big business. 
In what spot are they in the country’s 
business barometer? 
a. 2 b. 7 c. 12 
d. 17 e. 22 


L] 9. Poliomyelitis is considered to be 

in epidemic proportions as soon as the 

number of cases for each 100,000 pop- 
ulation reaches: 

a. 20 b. 220 c. 420 

d. 820 e._- 16,020 

L] 10. One of the following insecti- 

cides is unsuited for use in hospital 

kitchens. It is: 

a. Pyrethrum with piperonyl butoxide 
b. DDT c. Pyrethrum 

d. Chlordane e. Sodium fluoride 








PATTERN FOR EMERGENCY CARE 


FTER NEARLY 20 years of effort, 

Detroit finally is able to give 
its citizens a modern and efficient 
accident-care program. Fifteen 
local hospitals recently agreed to 
care for patients brought in by 
city ambulances. 


A significant feature of the pro- 
gram is the protection it gives 
hospitals against financial loss 
from emergency patients unable 
to pay their bills. The city’s wel- 
fare department has agreed to 
pay full costs. 


The agreement was signed re- 
cently by the welfare and police 
departments and 15 members of 
the Greater Detroit Hospital Coun- 
cil. The police will man the am- 
bulances. The hospitals in turn 
have guaranteed treatment and 
hospitalization to all accident and 
emergency cases not covered by 
industrial compensation. 


Thus Detroit becomes the first 
city in the country to pay full 
costs for this kind of indigent care. 
In computing these costs, the hos- 
pitals will follow the government 
reimbursable cost formula recom- 
mended by the American Hospital 
Association. 


New equipment and a new zon- 
ing system will speed up the serv- 
ice and make possible a smooth 
operation of the agreement. Nine 
new ambulances equipped with 
two-way radios, oxygen and all of 
the essential emergency equip- 
ment now are on call, ready to 
take these patients to the nearest 
hospital. Delivery of 12 more is 
expected soon. These ambulances 
will be stationed at police pre- 
cinct stations in each of the six 
zones of the city. Thus there al- 
ways will be at least one ambu- 
lance close to the scene of an 
accident. 

This new accident-care system 
corrects a condition which long 
has exposed hospitals and city 
authorities alike to severe criti- 
cism from the press. 

Under the old system, an in- 
jured person in Detroit found him- 
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self in one of two circumstances. 
If he was an industrial employee, 
he immediately became part of 
a smoothly functioning system 
which provided immediate first 
aid care in a medical department, 
and when necessary, prompt 
transportation to a nearby hos- 
pital. There a trained traumatic 
surgeon awaited him, modern 
equipment ready at hand. 

The nonindustrial citizen, 
though, was not so lucky. He had 
to depend on an emergency serv- 
ice centered in a city hospital far 
downtown or else hope that some 
nearby doctor could be reached. 
Often he would lie in the street 
for as long as a half hour before 
authorized city help arrived. 

Then he frequently faced a long, 
uncomfortable ride in a_police- 
operated ‘‘paddy wagon.’’ As re- 
cently as 1944, 87 per cent of the 
sick or injured transported by the 
city had to use these antiquated 
facilities. 

In 1928, efforts were made to 
correct this condition. The Detroit 
Free Press gave considerable pub- 





DETROIT'S police department furnishes and 
trains ambulance operators. The public 
welfare department provides the equipment. 


licity to a plan for zoning the city 
and sending accident patients to 
the nearest of 11 designated hos- 
pitals. But it was vetoed by the 
city council. Other plans came up 
in 1930, 1935 and 1938. They suf- 
fered a similar fate. The major 
reason for these failures was a 
lack of concerted effort. There 
was a lot of discussion, but rep- 
resentatives from the city govern- 
ment and interested hospitals 
could not get together. 


In 1945, I revived the issue at 
a meeting of the Health Council 
of Metropolitan Detroit. As a ba- 
sis for working out the plan, a 
survey was made of the ambu- 
lance services in 11 of the na- 
tion’s large cities. By September 
of that year the Greater Detroit 
Hospital Council sat down with 
the director of the welfare depart- 
ment to draw up the plan. It was 
presented, with specific recom- 
mendations, as a report to the 
mayor, the common council and 
the city health council. 


It took more than two years to 
work up details in a plan which 
would be agreeable to all parties. 


This plan succeeded where the 
others had failed mainly because 
of persistent hard work. Both the 
Health Council of Metropolitan 
Detroit and the Greater Detroit 
Hospital Council attacked the 
problem vigorously. A committee 
from the hospital council met once 
a month for a year trying to work 
out a plan with city officials. The 
committee saw to it that those 
city officials who could be most 
influential in getting the plan ac- 
cepted were at the meetings. 

When the contract finally was 
signed by the police and public 
welfare departments and the 15 
hospitals, it had the full support 
of the mayor and the city’s com- 
mon council. 

From the standpoint of hospi- 
tals the main attraction of this 
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agreement is of course the finan- 
cial protection it affords. 

After a hospital has made a 
“reasonable and determined’’ ef- 
fort to collect for its services and 
a period of 60 to 90 days has 
elapsed since the bill first was 
submitted, the account may be 
turned over to the welfare depart- 
ment. This department is obli- 
gated to pay the bill within 60 
days after it is rendered. 

The hospital will be paid its es- 
tablished rates for such a service 
when they do not exceed either 
the hospital’s actual per diem cost 
or actual per diem earned income, 
whichever is lower. This applies 
to emergency and bed patient care. 

If the nonpaying patient is dis- 
charged the day he is admitted, 
the public welfare department 
pays a full day’s rate. Otherwise 
the amount of care given is de- 
termined from the hospital’s cen- 
sus-taking hour, with the day of 
discharge not included in the bill. 
Reimbursements also cover the 
room fees and charges for x-ray 
service. The latter will conform 
to the schedule paid to hospitals 
by the Michigan Medical Service. 

Payments are not limited to 
those brought in by police ambu- 
lances. If patients are victims of 
traffic accidents, home accidents, 
acts of violence or qualify for 
emergency maternal care, they 
may be brought to the hospital 
in any kind of conveyance. 

The only patients that hospitals 
are not obliged to accept are the 
intoxicated, those with psycho- 
pathic tendencies and those in an 
otherwise unmanageable state. 
They must be sent immediately to 
one of the city hospitals. 

If the hospital cannot provide 
beds for any other type of patient, 
it is the hospital administrator’s 
duty to “use every reasonable 
effort’? either to find facilities in 
another hospital or to transfer the 
case to one of the city hospitals. 

Joint Hospital Form No. 1 was 
adopted as a standard for com- 
puting reimbursable costs to pre- 
vent any misunderstanding. 

The contracting hospitals must 
furnish the welfare department 
with periodic financial statements. 
These must cover not only their 
average per diem earned income 
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NINE NEW ambulances, completely equipped for emergencies, now are stationed about 
the city. Twelve more, soon to be delivered, will speed up operation of the agreement. 


but also their operating room, x- 
ray and laboratory charges. 

Billings will be made on the 
basis of average costs over the 
previous half-year period. If there 
is either a decrease or an increase 
of costs during the period in which 
the billing was made, the public 
welfare department will make the 
necessary adjustments. They will 
be made not later than 60 days 
after the half-year period ends. 

The public welfare department 
agreed to provide the equipment, 
and the police department will 
furnish and train the ambulance 
operators. Previous experience by 
the police stands as evidence that 
a well trained ambulance man is 
well fitted to give first aid at the 
scene of an accident. 


As in Cleveland 


Rules governing the operation 
of the new equipment are the 
same as those followed by the 
Cleveland plan, which long has 
been considered a model for op- 
erating efficiency. (See ‘‘The Key 
to Emergency Care is Coopera- 
tion,’’ HOSPITALS, January 1946.) 

As in Cleveland, the service is 
limited to those ‘‘unable to pro- 
vide their own transportation.”’ 
Hospitals are asked to limit the 
number of emergency requests. 
Only those emanating from the 
administrator or his designated 
admitting officer will be honored. 
Requests made by doctors and 
private individuals will be refused 
unless they fall within the defined 
emergency categories. 

These provisions were made be- 
cause ambulances must be used 
mainly for emergency duties. Hos- 
pitals signing the agreement are 


asked to speed up handling of pa- 
tients brought in by these police- 
operated ambulances so that they 
will always be in readiness for 
other emergencies. 

Patients always must be taken 
to the hospital nearest the scene 
of the accident. The only extreme 
emergency patients that police 
ambulances cannot pick up are 
those with a contagious disease. 
These must wait for an ambu- 
lance from the Main Receiving 
Hospital. 

The police ambulance service 
responsibility in emergency ma- 
ternal care is defined carefully. 
The operator first must determine 
whether there is a physician in 
charge of the patient to give ad- 
vice regarding transportation. 

If the mother has no physician, 
the ambulance must transport her 
to the hospital where arrange- 
ments have been made or, in ex- 
treme emergencies, to the nearest 
hospital. Immediate transporta- 
tion is furnished when the patient 
is in active labor and has made 
no other arrangement, when she 


“has delivered in some place other 


than the home, or when she has 
convulsions or is hemorrhaging. 
All the new ambulances are 
equipped for emergency delivery. 
They have clean blankets and 
sheets and a sterile emergency 
kit containing hemostats, surgical 
scissors, perineal pads, sterile 
towels and umbilical cord ties. 
The contract is binding on all 
hospitals for one year, and unless 
terminated, amended or supple- 
mented, will renew itself automat- 
ically from year to year. Hospi- 
tals, by giving 60 days notice, may 
withdraw after the year is ended. 
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The Steps That Give Continuity to 
DEPARTMENT CONTROL 


A’ THE UNIVERSITY OF COLORADO 
~-*% Medical Center, continuing 
steps are being taken for constant 
contro! of all dietary costs. The 
emphasis is on food and labor, the 
two largest factors of increased 
costs. Both can be reduced with 
proper control — keeping, then 
using adequate records. 

Others who examine their food 
control methods will find that 
careless handling, ignorance. dis- 
honesty or poor standards are 
common causes of economic 
leaks. Time given to proper pur- 
chasing is well spent. Value, how- 
ever, may be lost after the sup- 
plies have been purchased. The 
men delivering materials, the 
storekeeper, the cook and the caf- 
eteria worker may have a share 
in reducing the percentage yield 
figured as cost for each pound of 
edible material of a product. 


Preventing Losses 


Adequate employee _ direction 
and supervision will help to pre- 
vent losses from wasteful methods 
and carelessness. For example, 
because the storerooms and re- 
frigeration units at this hospital 
are far from the central prepara- 
tion unit, outsiders have been able 
to go into storerooms and confis- 
cate the supplies at those times 


when employees transport food to. 


the kitchens and cafeterias. 

To remedy this, we are adding 
a fulltime storeroom clerk who 
will have complete charge of is- 
suing supplies to all units and 
keep complete records. This re- 
cord system also will speed up 
ordering and give us more com- 
plete data on the amount of food 
furnished to each unit preparing 
food for patients or employees. 
These accurate records will en- 
able us to calculate food costs for 
the various units. Daily reports 

From a paper presented at the American 


Hospital Association’s dietetics institute at 
Kansas City, Mo., April 12-13. 
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must be available for a controlled 
food cost. 

An inventory and issuing sys- 
tem is necessary for proper con- 
trol. There must be a dependable 
storeroom manager. He must be 
capable of receiving materials, 
verifying the amounts received 
and be able to inspect for quality. 


To produce food cost records, 
there must be enough employees 
to do the clerical work. Good busi- 
ness practices do not sanction the 
employment of a trained dieti- 
tian to keep the food records. But 
she must know the principles in- 
volved. Long and complicated sets 
of figures that are not understood 
easily and do not give pertinent 
information to the manager are 
expensive because of the high cost 
of clerical work to keep these re- 
cords. Records should be limited 
to those that give the facts need- 
ed. 

From the records, cost charts 
can be prepared. Cost charts will 
show where control is needed. 
Charts indicating level of costs 
over a period of time, cost for 
each person served and compara- 
tive costs of different food items 
are typical aids in financial man- 
agement. 

Those who keep records have 
standards for comparison. The 
Bureau of Labor Statistics, for 
example, shows that wholesale 
food costs have increased about 
140 per cent since 1940. The range 
of increase for items is from 50 
to 250 per cent. 

Hospital records will show other 





The Dietetics Administration de- 
partment is edited by Margaret 
Gillam, dietetics specialist. 











breakdowns. The average percent- 
age distribution of the food dollar 
for the different classifications of 
food presents a helpful figure in 
comparing costs from month to 
month or with the percentage dis- 
tribution in other hospitals or res- 
taurants (see table and graph). 

Since the sum of raw food costs 
and labor costs per meal are de- 
termined by meals served, the 
tabulation of meals is important. 
The count should be of actual 
meals served, not the number of 
patients and employees multiplied 
by three. Dividing the actual food 
cost, labor cost and operating cost 
by total meals served gives a 
meal cost, which, when compared 
from month to month, begins to 
have value. 


Use for Figures 


Two factors dre important to 
the executive dietitian and the ad- 
ministrator when controlling food 
cost. First, they must understand 
the accounting system used and 
be sure that it is accurate. Sec- 
ond, they must realize that the 
figures do not measure the chang- 
ing prices, type of services and 
do not measure entirely the effi- 
ciency of the dietary department. 
These factors must be evaluated 
on the basis of experience and 
judgment before meal costs can 
be used as a deciding factor in 
the effectiveness of the operation 
of the dietary department. 

Labor costs are the second big 
item in the hospital food budget. 
Costs vary between cities but the 
pattern of increase is similar. 

A study made in Denver in 1947 
to determine the percentage of in- 
crease of labor costs over 1940 
showed a 70 to 95 per cent aver- 
age. In one hospital in Salt Lake 
City, Utah, a comparative survey 
showed that the average monthly 
salary of the dietary worker in 
1940 was $57.05, while in 1946 it 
was $93.54. In 1948 it was $131.28. 
This is an increase of 130 per cent 
in labor costs from 1940 to 1948. 

Labor costs vary inversely with 
the volume of business. Food costs 
increase or decrease according to 
the number of people fed, but la- 
bor costs remain the same. It is 
not easy to shrink the payroll even 
if on one day 200 fewer meals are 
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why send a boy 


DEBILITATED patients need dextrose, 
certainly. But it’s a good bet that 
their vitamin store is depleted, too. 

More and more investigators are 
realizing that intravenous dextrose 
alone is often not enough to pull 
debilitated. patients over the hump. 
Sebrell*, for instance, says “By giving 
glucose, you push up the metabolism 
and the utilization of those vitamins 
which are necessary, without replac- 
ing them. As a result, the suspicion is 
growing that much of the disability 
and possibly part of the mortality 
following surgical operations is due 
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to this effect on a patient with a 
low vitamin reserve at the time of 
operation.” 

When you use Cutter Vitadex-B, 
you're giving dextrose plus 4 of the 
major B complex factors —thiamine, 
nicotinamide, riboflavin, and pyri- 
doxine. Also important — patients 
receive dextrose and vitamins simul- 
taneously, in one combined infusion. 
Physician and hospital staff are 
involved in only one procedure — 
making it easier on the patient, and 
everyone concerned. 


*Sebrell, W. H., Jr., et al: J. Pediat. 22:494-507, April, 1943. 


Vitadex-B 


Trade Name 


CUTTER LABORATORIES - BERKELEY 1, CALIFORNIA 
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served in the employee’s cafete- 
ria than the day before. Rush pe- 
riods still must be covered and 
there are certain positions that 
must be filled regardless of the 
number of meals served. 

A shorter work week will add to 
the costs of the department. An 
estimate of the cost of a 40-hour 
week in the dietary department 
of this hospital showed that it will 
increase labor cost 12 per cent. 
With industry now converting to 
a 40-hour week, hospital dietitians 
and administrators must be aware 
and prepared for this increased 
cost. 


Tangible Costs 


Labor turnover is a_ tangible 
cost. Labor costs are so high that 
we should begin to decide how we 
can reduce turnover and have 
more efficient employees. 

In this hospital it costs at least 
$50 to hire and train a new em- 
ployee. This includes interview- 
ing, health examination and nec- 
essary clerical work. Then the 
employee must be instructed by 
the staff dietitian and work with 
an older employee for at least 
three or four days. It is at least 
a month, and sometimes longer, 
before the employee is entirely 
trained and becomes an asset to 
the department. 

There are many causes for la- 
bor turnover. Hospital employ- 
ment in the past often has not 
been appealing. Low wages, long 
working hours, split shifts, inade- 
quate maintenance (if that was 
furnished), and lack of opportuni- 
ties for promotion were some of 
the reasons for employee dissatis- 
faction. 

Hospital salaries must compete 
with the market for similar oc- 
cupations. Pay scales can be so 
low that experienced workers are 
not attracted. Those who apply for 
employment on a low wage level 
may be so slow, dull and disin- 
terested that two will be required 
to do a job which one skilled per- 
son could accomplish. 

On the other hand, a fast work- 
er may have low standards and 
waste good supplies or produce 
poor products. An efficient and 
satisfied employee who receives 
a higher wage and then remains 
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on the job may be a better finan- 
cial risk. 

We have been able to realize the 
importance of capable help but 
have problems similar to other 
hospitals. Several months ago we 
hired an experienced dishwasher. 
He was intelligent, efficient and 
knew the mechanism of a dish- 
washing machine. Thus he was 
able to train new employees and 
needed very little supervision. 

He likes the work but because 
of the low salary he probably will 
leave. Undoubtedly we will be 
able to employ only an inexperi- 
enced and inefficient person who 
will need assistance to do the 
same amount of work. 

The experienced man was care- 
ful and efficient enough to check 
the appearance of the dishes be- 
fore they left the unit. Since other 
dishwashers are careless about in- 
specting, it takes the time of caf- 
eteria and diet kitchen employees 
to check on the dishes used. The 
experienced man requires a mini- 
mum of instruction from the su- 
pervising dietitian. 

Maintenance men from the en- 
gineering department have not 
had to service the machine as 
frequently as before when inef- 
ficient and careless employees 
have had the responsibility. 





Productivity depends upon man 
hours on the job, and anything 
that can be done to prevent waste 
of time will reduce operating 
costs. The mere presence of an 
employee does not guarantee a 
certain amount of work. 

Employees often waste time be- 
cause of the job, the supervision 
or the working conditions. Per- 
haps the supervisor has placed 
the worker in the wrong job. 

The ideal supervisor is skilled in 
handling people, gives adequate 
instruction and help on the job. 
She gets the cooperation of the 
employees. This requires well bal- 
anced employee policies and _ in- 
telligent supervision. Under an- 
other name, this is good personnel 
relations. 


Upset Customs 


Equilibrium is _kept best in the 
department where there are not 
too many changes that upset cus- 
toms, where policies are not 
changed too frequently and where 
there are not too many changes 
among the supervisors. 

The rising labor costs have 
forced many executives to study 
the utilization of labor. The first 
step in this study is a job analysis. 
Some of the signs of poor man- 
agement that may be shown by 
a job analysis are: Duplication of 
work, idle time because of poor 
scheduling, highly paid employees 
doing tasks that could be han- 
dled by less skilled workers and 
a lower salaried person. These 
analyses and lists of duties may 
be made by the employee or em- 
ployer. Then they should be stud- 
ied carefully. 

Job analysis studies can be used 
for job classification, particular- 
ly for jobs requiring similar qual- 
ifications, skills and responsibili- 
ties. Job analysis studies also fall 
in line with work simplification 
studies. The objective of such 
studies is to make the work easier 
and more efficient. 

It may be found that unneces- 
sary forms and useless routines 
are being followed. Steps may be 
saved and workers may be able 
to act quicker and do better work 
by the rearrangement of routines 
and equipment. 

When a job study was done at 
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OXYGEN INLET 







The Armstrong X-4 Baby Incubator is the 


only Baby Incubator tested and approved by 








Underwriters’ Laboratories for use with oxygen. 






In offering you the Armstrong X-4 Portable Baby Incubator 
we stand firmly on the principle that we must provide a 
SAFE Baby Incubator, a LOW COST Baby Incubator and a 
SIMPLE Baby Incubator. 











That we have succeeded is evidenced by the fact that to date 
close to 400 Hospitals have placed voluntary repeat orders for 
more than 1200 additional Incubators. More and more it is 
being used, not only for the premature baby, but for any 
debilitated or under weight baby. 
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University of Colorado 
Medical Center 


Staples and canned fruits and 
vegetables ....................,.20% 


Bo Siciciaiaiamaiak saecicicin pice 4% 
Fresh fruits and vegetables... 8% 


Frozen fruits and 


vegetables -..................... A 
Meat, poultry and fish............ 28% 
BNE eee aS seca, docien Sas 6% 
Dairy products ...............2..- st%, 





FOOD DOLLAR DISTRIBUTION — 1947 


~ Commercial Cafeteria Chain 
Omaha, Nebraska 


NE se 16%, 
Canned fruits and 
vegetables -..................-.- 6% 
Fresh and frozen fruits and 
vegetables __.................... 17%, 
Meat, eggs and fish... 32% 
Dairy products ........ Saat eee 29%, 








this hospital recently, we found 
many ways to eliminate unneces- 
sary work. Our diet order system 
is an example. 

Previously a list of names, diet 
orders and beverage preferences 
was sent to the diet kitchen daily 
by the head nurse on each ward. 
This routine involved considerable 
time. We now save the valuable 
time of the head nurse by using 
a visible card file system that 
contains the same _ information. 
The same procedure has been ap- 
plied in the formula room. Pre- 
viously all formula orders had to 
be recopied daily. 

We are studying all forms to 
make certain that all records kept 
are necessary. To save the time 
of a dietitian, all forms that are 
used frequently are mimeograph- 
ed. 

There are five steps that usual- 
ly are followed in making work 
simplification studies: (1) A def- 
inite job is studied; (2) the details 
are broken down; (3) each detail 
is questioned; (4) an improved 
method is devised; (5) the im- 
proved method is put into opera- 
tion. 

For the first job to be studied, 
the dietitian should select one that 
seems to be a bottleneck. This 
may be a position in the cafeteria 
service that seems to hold up the 
line continuously or one that re- 
quires more employees than ap- 
pears necessary. Next, the de- 
tails of each motion should be 
broken down showing the motions 
necessary to get ready, doing the 
job and putting away materials 
used. 

An example of unnecessary mo- 
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tions may be one we found in our 
own department. Previously the 
silverware had been dried in the 
dishwashing unit. Then it was 
placed in a flat pan, taken to the 
cafeteria where it again was han- 
died by cafeteria employees 
when they put it into a bin for 
the silverware set up on the cafe- 
teria line. 

We discovered that by having a 
removable utensil built to fit into 
the bin, the silverware can be 
placed directly into that bin, tak- 
en to the cafeteria and immedi- 
ately placed into service. This has 
saved one set of motions. 

While this may seem like a 
small amount of time saved, it 
is an accumulation of small 
amounts of time saved that even- 
tually may mean fewer employ- 
ees. 


Confidence Important 


When doing work simplification 

studies it is important to have the 
confidence and cooperation of the 
employees and the supervisors. 
Reasons for the study and its de- 
tails should be explained at the 
beginning. The dietitian may ex- 
plain that it is being done to make 
the work easier for the employee. 
Employees should be assured that 
no one is going to lose his place 
because of these studies. 
‘- The time to take care of any 
changes that might be required 
would be at the time of hiring 
when an employee resigns. Then 
the schedules can be rearranged 
and new work charts made. 

In studying each detail a flow 
process chart should be made. It 
will show where work lines cross 


each other and whether the sieps 
follow in a straight line. Ali the 
detailed steps of the procedure 
should be written. 

When the chart is completed, 
these questions should be raised: 
(1) What is the purpose of the 
activity? (2) Why is it necessary 
and why does it have to be done? 
(3) Where and at what time should 
it be done? (4) Who should do it? 
(5) How should it be done? 


After the details and flow pro- 
cess chart have been completed, 
the dietitian should study the de- 
tails and then work out a better 
way to do it. This is a final step 
in labor management. Using the 
old method, it may be found that 
certain details are not necessary 
and that some steps may be com- 
bined. If the new method is satis- 
factory, it should save operations 
and perhaps distance involved in 
transportation. 

Because of structural preblems 
and the location of delivery en- 
trances, it is often difficult to 
overcome these problems without 
expensive alterations. Most dieti- 
tians will have to accept buildings 
as they are. The work simplifica- 
tion program then will have to 
be adapted to the existing condi- 
tions program, as effectively as 
possible. 

At our hospital a remodeling 
program is now being planned. 
When detailing plans, flow pro- 
cess charts will be studied for 
each activity. For one thing, we 
are trying to select a_ central 
place for the dishwashing unit 
that will be convenient to all de- 
partments. 

We now have excessive back- 
tracking in all steps of food prep- 
aration and service. We _ have 
found, as part of a study, that by 
buying a wire type rack suitable 
for both glass washing and stor- 
ing we eliminate the time that 
the operator formerly spent un- 
racking glasses. At the same time 
we have studied the possibility of 
racking the glasses at the place 
where the soiled dishes are as- 
sembled. Because of the remodel- 
ing program that will be carried 
out, we have delayed this step 
until the whole dishwashing sys~ 
tem has been reorganized. Then we 
will complete our job. 
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The graft removed from the donor eye. A 


WV Button removed with trephine and scissors. 


i Picture the 





Have to be a photographer? No. Many physi- 
t cians—amateurs in photography—are making 
i before-and-after “shots” routine procedure in 

all significant cases... building up valuable 
- files for study, discussion, teaching. 





OUTINE, TOO, has become the use of color. 


‘ Especially since the recent introduction 
; of Kodak Ektachrome Film with its excep- 
‘ tional color rendering and speed of handling. 
‘ With this film, the physician or photog- 
rapher is able to record medical or surgical 
‘ situations—get quick local processing . . . or, 
, if he processes the film himself, see trans- 
parencies in one hour and a half. 


Kodak Ektachrome Film is available in two 
types: Daylight, and Type B for artificial il- 


Serving medical progress through Photography and Radiography 4 


“KODAK"' IS A TRADE-MARK 
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Patient’s cornea outlined with the trephine. A 


WV Donor graft shown ready for insertion. 





Reproduced from color photographs of corneal grafting operation, 
performed under the auspices of the Eye-Bank for Sight Restoration. 


patient’s progress 
r ...with photograph ...after photograph 





Bridging sutures placed around cornea. & 





















VW Operation compicied with the sutures tied. 





lumination—in sheet film, sizes 24x34 to 
11x14 inches... and, for daylight only, in 
roll films 120 and 620. For further informa- 
tion about Kodak Ektachrome and other 
Kodak Films, see your nearest photographic 
dealer . . . or write Eastman Kodak Company, 


Medical Division, Rochester 4, N. Y. 
Other Kodak products for the 


medical profession 
X-ray films; x-ray intensifying screens; x-ray proc- 
essing chemicals; electrocardiographic film and paper; 
cameras—still- and motion-picture; projectors— 
still- and motion-picture; enlargers and printers; 
photographic films—color and black-and-white (in- 
cluding infrared); photographic papers; photo- 
graphic processing chemicals; synthetic or- 
ganic chemicals; Recordak products. 
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DIETETICS COMMENT 


Kitchen Floor Plan for Small Hospitals 


NE OF THE DESIRABLE features of 

a kitchen plan is an arrange- 
ment of the work areas that will 
give good work sequence without 
backtracking. This has been ac- 
complished in a floor plan (see 
below) for the kitchen in a 60-bed 
general hospital by the architect, 
Lewis J. Sarvis of Battle Creek, 
Mich. 

In the plan, the heavy line in- 
dicates food travel from the re- 
ceiving platform to storage in the 
day storage unit or to refrigera- 
tors, then to the pre-preparation 
areas, to the cooking unit, and to 
the patient tray service unit or 
the service unit for the employee 
dining room. 

The broken line shows the re- 
turn of soiled dishes to the dispos- 
al and. washing facilities. 

The tray assembly unit for pa- 
tients’ trays first used by the Vet- 
erans Administration for special 
diet trays is incorporated here. 
It is designed to permit the serv- 
ice of trays at the rate of a mini- 
mum of four and a maximum of 
eight trays each minute. These pre- 


pared trays are placed on tray 
carts, preferably enclosed on 
three sides, holding eight trays. 
They are transported by elevator 
to the nursing unit floor and 
wheeled directly to patients’ 
rooms: 

The running-up time for the ele- 
vator with eight trays will aver- 
age 30 seconds. Another three 
minutes will be required to dis- 
tribute trays to patients. 

An alternate method is to use 
the dumbwaiter’ if there are 
enough employees to carry the in- 
dividual trays to each patient. The 
dumbwaiter holding four trays has 
the capacity of 80 trays in one- 
half hour. (See ‘‘Six Time Studies 
in Transporting Food to Patients’’ 
by George M. Hepple, HOSPITALS, 
April 1947.) 

The dumbwaiter is very desir- 
able for sending extra orders to 
floors during the meal service. 
Trays may be returned by dumb- 
waiter in addition to the use of the 
tray carts. 

While it has the desirable traf- 
fic arrangement, the illustrated 


PLANS for this 60-bed general 
hospital kitchen demonstrates 
how good work sequence can be 
accomplished and backtracking 
eliminated. The unbroken line 
shows the progress of supplies 
from the receiving unit to the 
serving unit. The broken line 
traces return of soiled dishes 


for waste disposal and washing. 


plan has two shortcomings. The 
dishwashing room in the kitchen 
should be separated from the rest 
of the kitchen for two reasons: (1) 
To reduce noise in the kitchen and 
(2) to eliminate the handling of 
soiled trays in a preparation unit. 
A partition could do this. 

In this plan, also, no separate 
refrigerator has been specified for 
dairy products and this is con- 
sidered desirable. 


Diet Manuals 


Two new diet manuals covering 
diets for children have been pub- 
lished recently. The first has been 
prepared for the use of the medi- 
cal, nursing and dietetic staffs 
of the Children’s Hospital, Cincin- 
nati, by Eva N. Ylivisaker, di- 
rector of the department of die- 
tetics, and Jane H. Garvin, research 
and therapeutic_dietitian. 

This manual gives the purpose 
of each diet, the characteristics, 
approximate nutritive value and 
an outline of the foods included 
for each meal. A section on infant 
feeding is included with sugges- 
tions for the introduction of foods, 
other than breast milk or formula, 
to be added during the first year. 

A description of 39 formula in- 
gredients also is given, with di- 
rections for preparing each ingre- 
dient used as an individual for- 
mula or when adding it as a for- 
mula supplement. A diet history 
form with directions and a dietary 
record form is included. 

The second, a booklet, ‘‘Feed- 
ing of Children — Infants, Young 
Children and Older Children,” al- 
so has been prepared by the Chil- 
dren’s Hospital. This provides the 
latest information on the subject 
of infant and child feeding and is 
written so that it will be of special 
assistance to mothers. 

Directions on how to teach a 
child to eat the proper foods is 
followed by a discussion of feed- 
ing during the first year. A model 
diet for infants 9 to 18 months 
followed by sample menus is part 
of the manual. Sample menu 
plans are described for two age 
groups — 18 months to six years 
and six to 12 years. A few recipes 
for the preparation of foods for 
children are given. — MARGARET 
GILLAM. 
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ORDER THROUGH YOUR DEALER 


Curity Suture Laboratories 


a (BAUER & BL AGM 


Division of The Kendall Company, Chicago 16 


ESEARCH . . .TO ESTABLISH A FINE BALANCE 
OF NECESSARY CHARACTERISTICS 


— 
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IU Xel(of VU: 
PROVES PREDICTABLE 
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Curity CATGUT 


Curity Catgut has all of the 
more obvious advantages of fine 
sutures — smoothness, pliability, 
more-than-adequate tensile 
strength and uniformity. These 
can be seen or felt. 


But there is an invisible quality 
in Curity Catgut that is of vital 
importance in surgical use: pre- 
dictable absorption. Because of it, 
you can maintain effective wound 
closure within a wide margin of 
safety—simply by using a Curity 
suture of the right size and degree 
of chromicization. 


Predictable absorption is not 
an overnight achievement. It re- 
flects Curity Suture Laboratories’ 
years of research in the chemistry 
and physics of Catgut and it is 
the culmination of many major 
Curity contributions to catgut 
processing. That’s why Curity 
Sutures completely satisfy your 
demands. Try them, and see for 
yourself. 
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MEDICAL REVIEW 





Army Expands Training Program for 
1,900 NEW PHYSICIANS 


A REVISED AND GREATLY expanded 
training program calling for 
1,900 rew doctors in the regular 
Army and an increasing number of 
volunteer reserve officers on active 
duty has been announced by Maj. 
Gen. Raymond M. Bliss, surgeon 
general of the Army. This pro- 
gram is designed to give many 
more Army doctors the training 
needed to meet the requirements 
for certification by the American 
specialty boards and for further 
integration of civilian and military 
medicine. 

Of special interest to hospital 
administrators are the provisions 
relating to interns and resident 
house physicians. Assurance was 
given by the Army representa- 
tive that the Army will permit 
physicians in hospital residence 
who accept commissions to com- 
plete the current year of training 
and to continue, subject to the 
exigency of a national emergency, 
for ultimate qualification for spe- 
cialty boards. 

Army hospitals, however, ex- 
pect to offer approved training 
programs for internship and resi- 
dent training. To the extent that 
Army internships are available, 
competition for interns can be ex- 
pected to increase. 

Well organized and comprehen- 
sive intern educational programs 
also are being offered by Vet- 
erans Administration hospitals. 
Thus, in consideration of the 
number of medical graduates 
and available internships, reap- 
praisal of its educational program 
for internship by the voluntary 
hospital may be advisable. 

Though the amount of stipend 
and perquisites furnished to the 
physician may be a matter of 
consideration, vocational guid- 
ance authorities of medical 
schools undoubtedly will continue 
to stress quality of the educational 
program as the more important 
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inducement in the selection of hos- 
pital appointments. 

The five major aspects of the 
Army program are: 

1. Resident physicians in civil- 
ian hospitals are now eligible for 
commissions in the regular Army 
and will continue their residen- 
cies with full Army pay and allow- 
ances while assigned to the civil- 
ian hospital in which they are al- 
ready training. Even if there is 
a major emergency, residents will 
complete their training if it is pos- 
sible. 

Three hundred residents will be 
commissioned in 1948, 300 in 1949 
(50 as senior residents, 100 as 
residents and 150 as junior resi- 
dents). 

2. Three hundred interns in 1948 
and 300 in 1949 will be eligible 
for commissions in the Army 
Medical Reserve Corps and may 
continue their internships with 
full Army pay and allowances. 
Those so commissioned will un- 
dertake to accept commissions in 
the regular Army on completion 
of their internships and then will 
be permitted to compete for resi- 


dencies in either Army or civilian | 


hospitals. 

3. During 1948, 500 younger doc- 
tors will be commissioned and as- 
signed to duty at Army hospitals 
in order to compete for 269 resi- 
dencies in both Army and civilian 
hospitals. Competitive examina- 
tions will be given in September 
or October of 1948 for residencies 
to be apportioned among the var- 
ious specialties according to the 
needs of the Army Medical Corps. 

Resignation of officers in this 
group will not be accepted within 
one year after commissioning. 





The Medical Review department is 
edited by Charles T. Dolezal, M.D., 
secretary of the Council on Profes- 
sional Practice. 











4. One hundred fifty commis- 
sions in the grades of major, licu- 
tenant colonel and colonel wil! be 
offered in 1948, and a similar 
number in 1949, to doctors who 
have completed their training. Ap- 
plication for commissions in the 
higher grades will not be limited 
to men already certified as spe- 
cialists, but such applicants will 
not be eligible for residencies or 
specialty training. 

5. Active reserve service for 
specific positions and limited peri- 
ods is to be offered doctors who 
are not interested in a regular 
Army career. Those who come 
into the service in this manner 
will not be eligible for residen- 
cies, but time spent in practice 
under this aspect of the program 
may be recognized by the spe- 
cialty boards. 

In discussing the application of 
this program to hospitals training 
interns and residents, it was em- 
phasized that this program is de- 
signed to attract to a regular 
Army career medical talent of the 
highest caliber. One year of ac- 
tive, as distinguished from train- 
ing duty, is expected for each 
year of training, whether the 
training is received in an Army 
or civilian institution. Resigna- 
tions will not be considered until 
this obligation has been fulfilled. 


Continuous training until com- 
pletion of the requirements for 
specialty board certification is a 
definite aim of this program. Phy- 
sicians commissioned under this 
program will be permitted to seek 
their own hospital appointments. 
The selection, appointment, sti- 
pend and amount of maintenance 
furnished by the hospitals, as well 
as the certification of satisfactory 
completion of training, continue 
to be the prerogative of the indi- 
vidual hospital. 


Ringworm of the Scalp 


Epidemics of ringworm of the 
scalp have appeared periodically 
in large cities throughout the 
United States and Canada. Those 
affected usually are children. The 
dissemination of this disease us- 
ually is due to community habits 
and playing with infected pets. 

Pediatricians and physicians 


HOSPITALS 





Motor and Switches 


APPROVED 


By Fire Underwriters’ Laboratories 


For Simultaneous Anesthesia and Vacuum 


Improved HERB-MUELLER Apparatus 


Particularly efficient for tonsil work, all nose and throat 
operations, sinus and bladder drainage, caesarean and 
other procedures, the improved Herb-Mueller Appar- 
atus provides simultaneous ether-vapor anesthetization 
and vacuum. It is an effective time-saver — minimizes 
need for sponges — keeps operative field clear. Sim- 
plicity of both construction and operation insures maxi- 
mum effectiveness with a minimum of attention. Enclosed 
vapor-proof motor and pumps, protected by mercury 
non-arc switches, float on rubber mountings, are silent, 
vibrationless, provide greater vacuum than any similar 
apparatus. Many additional features make the Herb- 
Mueller the equipment of choice for modern operating. 
Let us tell you how it can save time and money for you! 


The Heavy Duty Surgical Suction Apparatus 
COOK COUNTY HOSPITAL MODEL 


This dependable heavy duty surgical suction unit has 
ample power and capacity for any operative case. The 
enclosed motor and pump are quiet and vibration-free: 
their rugged construction requires little attention other 
than occasional oiling. Including the standard gallon 
suction bottle, the entire unit is Fash portable, may 
be used on any table surface without creeping. The 
modern steel stand has a deep drawer for accessories. 


\ For Full Details Write Direct To 
A Mueller ana Company 


Preperred _— IN THE MODERN OPERATING ROOM 


There is a Mueller-Built 
Ether-Vapor & Vacuum 
or Vacuum-Pressure Unit 
For Every Hospital Need. 
Dependable — Powerful — 
They Can Save You Money, 
Time and Care. 


408 SOUTH HONORE STREET CHICAGO 12, ILLINOIS 





Cincinnati OB Bed-Talle 


GIVES YOU OPERATING TABLE CONVENIENCE 


Except for the matter of convenience any bed 
would do for delivery. The Circinnati Obstetrical 
Bed-Table offers that convenience. It gives you 
all the advantages of a two-section bed in a 
pedestal base, one-piece unit. Extended, it 
forms a full-length bed. Retraction of the leg 
section transforms it into a surgical table espe- 
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examining children in hospital out- 
patient departments should be on 
constant guard for this disease. 


This disease usually shows one 
or more irregularly defined areas 
where the hair has thinned out 
and has the appearance of having 
been dusted with fine salt or su- 
gar. Mouse gray, scaly, semi-bald 
spots showing a few broken stub- 
by hairs are seen in advanced 
cases. Frequently lesions cannot 
be detected by the naked eye. The 





offending organism is a fungus 
known as Microsporon Audouini. 

In advanced cases the diagnosis 
is easily established by examina- 
tion of a hair under the micro- 
scope or by culture of material 
removed from the scalp. 

In questionable cases a most 
valuable means of diagnosis is 
the Wood’s lamp. This supplies 
long-wave-length ultraviolet light 
which energizes fluorescent ma- 
terial. Under the Wood’s lamp, 
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hairs infected with ringworm fin- 
gus show a characteristic grees. 
ish fluoresence while normal h:ir 
shows none. 

Quick and accurate diagnosis is 
possible with the use of the lamp, 
It also saves the clinic physician's 
time and laboratory expense. 

Successful treatment occasion- 
ally consists of clipping the hair 
and the application of various fun- 
gicidal ointments. For best re- 
sults, temporary removal of hair 
by x-ray treatment is usually nec- 
essary. 

Apprehension concerning the re- 
growth of hair leads to consterna- 
tion and often the patient or his 
parents object to this treatment. 


Rehabilitation 


More than éver before, medi- 
cal rehabilitation is being re- 
garded as an important phase of 
hospitalization both in the govern- 
mental and civilian hospital. 

The experience of the Veterans 
Administration in medical re- 
habilitation shows economic bene- 
fits to both the disabled and the 
community. Reports of restora- 
tion of substantial numbers of dis- 
abled to partial or even full pro- 
ductivity, and thus a self-support- 
ing basis, are increasing. In this 
regard, estimates of ultimate sav- 
ing of public funds are impressive. 

From the point of view of com- 
munity service, there appears to 
be considerable merit to the con- 
cept of a rehabilitation center in 
the hospital. It draws those com- 
munity services which, under the 
physician as the head of a rehab- 
ilitation team, will provide a con- 
tinuous rehabilitation process to 
return disabled individuals to 
their fullest capability and useful- 
ness. 

As the personal financial resour- 
ces of the disabled are often in- 
adequate for care on a private ba- 
sis, public and tax funds must be 
available. In this regard the eco- 
nomic problems of rehabilitation 
in the voluntary hospital are 
closely related to those of ade- 
quate reimbursement from local 
governments for the inpatient and 
outpatient care given to the indi- 
gent. 

The object of medical rehabili- 
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tation is to transfer the patient 
from the bed to the job. One of 
the greatest problems involved 
is motivation—to encourage and 
convince the disabled person that 
he can rehabilitate himself. Such 
motivation can start at the time 
of the accident or the onset of 
the crippling disease by allaying 
fears of the patient and giving 
courage, understanding and hope 
predicated on an accurate knowl- 
ege of what can be done for him. 

It has been demonstrated that 
well integrated programs of con- 
valescent care which stress ac- 
tivity as an adjunct to definitive 
treatment will reduce the period 
of hospitalization, offset the de- 
conditioning phenomenon of rest 
in bed, and prevent the harmful 
physiologic and psychologic se- 
quelae which often result through 
extended hospitalization. 

Medical rehabilitation, there- 
fore, can be a valuable commu- 
nity service of every civilian hos- 
pital which has the facilities of 
physical therapy and a medical 
staff interested in providing this 
type of patient care. 

By way of comparison, 19,000 
amputations were performed on 
servicemen during World War II 
against 120,000 major amputa- 
tions among the civilian popu- 
lation. 

Two hundred and_ sixty-five 
thousand men were permanently 
disabled in the war, but 1,250,000 
civilians were disabled perma- 
nently by diseases and accidents 
in the corresponding four years. 
It is estimated that 23,000,000 per- 
sons in the United States are han- 
dicapped to some extent by dis- 
ease, accidents and maladjust- 
ments, or war. 


Arrested Bleeding 

Not only was a patient’s life 
Saved by the use of massive 
amounts of oxidized gauze, but 
the experience suggested further 
investigation of the potentialities 
of this new preparation. The case 
was reported in a recent issue of 
the Journal of the American Med- 
ical Association. 

During the operation in question 
the common iliac vein, which is 
a major vessel, was lacerated. 
The extensive hemorrhage that 
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immediately resulted was _ con- 
trolled temporarily by pressure 
and packing but recurred as soon 
as the pressure was removed. As 
attempts were made to clamp the 
vessel, the tear extended further 
and as a last resort the area was 
packed with oxidized gauze. When 
it was evident that the massive 
use of oxidized gauze had stopped 
the hemorrhage, the wound was 
quickly closed without drainage. 


Examination six weeks after an 


uneventful recovery showed the 
wound to be well healed without 
evidence of any mass or tender- 
ness. In fact, no ill effects were 
observed and apparently’ the 
gauze was completely absorbed. 

The physicians reporting this 
case say, ‘‘No other instance 
could be found in which oxidized 
gauze was used in large quanti- 
ties or in which it was used solely 
as a means of arresting bleeding 
from a major vessel.”’ 
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Teaching Social and Environmental 


FACTORS IN MEDICINE 


WIDENING Horizons IN MEpIcaL Epuca- 
TION; a study of the teaching of 
social and environmental factors in 
medicine, 1945-1946. A report of the 
Joint Committee of the Association 
of Medical Social Workers; Co-chair- 
men Jean A, Curran, M.D. and 
Eleanor Cockerill. 228 pp. New York: 
The Commonwealth Fund. 1948. 
$2.75. 


HE DATA RELATING to the social, 
- emotional, physical and environ- 
mental factors of illness, which 
form the basis of this text, were 
obtained by directed observation 
in 13 selected medical schools and 
through letters of inquiry directed 
to 63 others. 

In general, the teaching of so- 
cial and environmental factors in 
medicine was found to conform 
to three patterns: (1) The exten- 
sion of basic clinical instruction 
including ward round teaching, 
home visits, case conferences, 
clinical discussions and fuller his- 
tory taking; (2) formally organ- 
ized case study projects in one or 
more medical school departments, 
and (3) integrated instruction in 
teaching hospitals. 

The authors report that methods 
of instruction are far from uni- 
form and in many medical schools 
quite inadequate. The participa- 
tion of trained medical social 
service workers varies with the 
school and with the nature of its 
program. Continuity of experi- 
ence and training, so valuable to 
the student, is provided in only 
four medical schools. 

Specifically recommended as 
the means of improving the ef- 
fectiveness of medical teaching 
are: (1) The selection of students 
with those personal and premedi- 
cal qualifications which best will 
enable them to grasp the prob- 
lems of medicine, and (2) early 
orientation of the student to the 
medical course as a whole and 
to the importance of social and 
environmental factors in illness. 

In this manner, it is believed 
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that the student will be taught to 
develop such attitudes and skills 
as will enable him to use his 
knowledge for the effective solu- 
tion of his patients’ problems. 

A good social service depart- 
ment gives essential assistance to 
the medical staff in formal in- 
struction. It also helps the staff 
use community welfare resources 
which are often necessary ad- 
juncts to physicians’ activities. 

The foundation laid during the 
undergraduate years should be 
strengthened through continuation 
of similar teaching during the in- 
tern and hospital residency years. 

The role of the social worker in 
medical social teaching is to func- 
tion always in ‘association with 
the physician, and in relation to 
the patient whose medical care 
is complicated by social and en- 
vironmental problems. 

It is important that the subject 
matter taught by the social work- 
er not be social work, per se, but 
rather those certain selected as- 
pects of it that are pertinent to 
the medical curriculum. To 
achieve this result there must be 
available a well established social 
service department with capable 
leadership and a competent pro- 
fessionally educated staff. It 
should have enough qualified peo- 
ple to carry on both patient serv- 
ice and the teaching program. 

Included in this text are select- 
ed examples of case reports, out- 
lines of existing and recommend- 
ed methods of instruction, and il- 
lustrations of techniques to be em- 
ployed for proper study of the pa- 
tient’s social problems. 

In view of the fact that the in- 
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teraction between the patient and 
his social setting is recognized as 
an important factor in both causa- 
tion and treatment of illness, and 
that adverse social conditions 
very often are related to illness 
of hospital and clinic patients, 
hospital administrators should 
find this book interesting and in- 
formative.—C.T.D. 


Atlanta Study 
A Report ON HosprraL CARE OF THE 

NEGRO POPULATION OF ATLANTA, GroR- 

cia, 63 pp. The Atlanta Urban 

League. 1947. 

To carry out the provisions of 
the Hospital Survey and Construc- 
tion Act as it relates to the build- 
ing of needed hospital facilities, 
the Atlanta Urban League has 
surveyed existing hospital beds 
and services for the Negro pop- 
ulation of that city. 

Considerable | statistical infor- 
mation was gathered and assem- 
bled into three main groupings— 
“Negro Health,’ ‘‘Hospital and 
Clinic Services’’ and ‘‘Profession- 
al Personnel.’’ Component parts 
of the Negro health picture in- 
clude the infant and maternal 
death rates, death rates for the 
seven leading causes of death and 
death rates for such communi- 
cable diseases as_ tuberculosis, 
pneumonia and syphilis. 

A review of available hospital 
beds of all types is reported in 
a table giving the type of con- 
trol, segment of the population 
served, the staff, and the number 
of beds and bassinets provided. 


A Case for Reform 

You anp Your Doctor, a frank discus- 
sion of group medical practice and 
other modern trends in American 

medicine. Benjamin F, Miller, M.D. 

183 pp. New York: Whittlesey House. 

$2.75. 

Dr. Miller has written this book 
for the layman. To build a case 
for a nationwide insurance pro- 
gram, he limits himself to an ex- 
pose of present systems of medi- 
cal care. This is a technique which 
stimulates general interest but re- 
duces the book’s potential value 
to hospital administrators. Be- 
yond mentioning the panacea of 
federal aid, he neither says how 
such a law should be written nor 
how it can be enforced. 

The author’s plea for reform is 
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How the FRIGIDAIRE METER-MISER 
saves current, saves maintenance 





Saves Current Because it’s the simplest refrigerating unit ever 
built. Parts—made of the finest materials obtainable—are mirror- 
finished to reduce current-wasting friction to a minimum. 
Motor is specially cooled, maintains top efficiency even under 
peak loads. No pistons, piston pins, or connecting rods. 





Saves Maint eB the compressor and motor are sealed 
in steel and oiled for life—damaging dirt, dust and moisture 
can’t get in. No belts, no pulleys, no seals. Entire remote type 
Meter-Miser is 25% to 50% lighter than conventional units, 
can be lifted by one man. Uses Freon 12, the safe refrigerant. 


Saves Space, Too—so compact, so attractive, can be tucked into 
almost any space you desire—can be hung from the ceiling, 
or placed on a shelf. Nothing to soil or tear customers’ clothes. 
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Can be done—if you put Meter-Miser com- 
pressors to work for you! Remotely installed 
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sealed-in-steel rotary units cut refrigera- 
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year. Proof? Ask any of over 4 million satis- 
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based on a broad experience in 
teaching, clinical and research 
fields. His major premise—that 
the general practitioner of today 
is unable to keep pace with the 
demands of his practice—now is 
accepted generally as a serious 
problem. Yet, to most adminis- 
trators, his approach may seem 
too sensational: 

“If he (the general practitioner) 
becomes inadequate to the tasks 
before him, the entire system of 
medical practice begins to col- 
lapse. And this is precisely what 
is happening.”’ 

This conviction seems to be the 
basis for most of the author’s pro- 
posals on group practice, preven- 
tive medicine, a national disaster 
service, government supported 
medical research, and compulsory 
medical checkups and post-mor- 
tems. Though the broad scope of 
the book inhibits a thorough ex- 
position of any of these points, the 
writing often is clear and force- 
ful. He makes it readable by fre- 
quent use of examples, some hypo- 
thetical and some—like his pot 
shots at. the American Medical 
Association—which are very critic- 
ally aimed. 

Dr. Miller offers one solution 
to the problem of general prac- 
tice which should interest all ad- 
ministrators. It is a compromise 
between the ‘‘too specialized 
specialist and the too unspecial- 
ized general practitioner.’’ This 
doctor, whose function is primar- 
ily diagnosis, he calls a “‘pilot 
physician.’’ Special training will 
qualify him to refer his patients 
to proper specialists outside his 
own field. Since he would not have 
the crowded schedule of the pres- 
ent general practitioner, he 
‘‘would have time to be thorough”’ 
in the examination of each pa- 
tient. 

Dr. Miller thinks these doctors 
should have three years of hos- 
pital training. The first should be 
on a general rotating internship, 
the second on internal medicine 
and dermatology and the third 
on psychosomatic medicine and 
psychiatry. The third year, in par- 
ticular, will give him a_back- 
ground which most of today’s gen- 
eral practitioners do not have. 
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The author says that training of 
these pilot physicians will require 
only minor changes in the present 
medical school curricula. 

These doctors can embody the 
best attributes of the existing fam- 
ily doctors. The nature of their 


duties, Dr. Miller says, would c- 
ate an intimate knowledge of :! 
patient, his family and his oe 
vironment. And he also shows h- 
well the pilot physician is adapted 
to another one of his favorite 
ideas—group practice. —D.M.K. 


“Reference Guide 


DIETARY DEPARTMENT AIDS 


ie FOLLOWING readings are list- 
ed as a valuable reference 
guide for administrators who are 
interested in food service problems. 
For convenience, this bibliogra- 
phy is separated into six groups 
which cover most of the steps nec- 
essary to establish a modern and 
efficient dietary department. 


Planning 

Often the type of kitchen layout 
can determine whether the dietary 
department will be a financial suc- 
cess or a failure. These articles and 
books contain information that may 
be applicable to most hospitals, ir- 
respective of size. 

“The Dietitian’s Program for 
Food Service Modernization.” Mar- 
garet Gillam. J.A.D.A., September 
1946. 22: 753-756. 

“Layout of the Dishwashing De- 
partment.” H. <A. Nordquist. 
J.A.D.A., January, February 1947. 

LECTURES AND DISCUSSIONS PRE- 
SENTED AT THE INSTITUTE ON DE- 
SIGN, CONSTRUCTION AND THE NEW 
EQUIPMENT FOR FooD SFRVICE IN 
HospPITALs. 260 pp. American Hos- 
pital Association. 1947. 

“Planning Physical Features of 
Food Service.’’ Charles V. Wynne 
and James A. Hamilton. Hospital 
Management, January 1946. 61: 
90-98. 

“Planning the Floor Layout for 
the Food Service Department.” 
J.A.D.A., January, February 1947. 
23: 34-37, 129-141. 

“Points to Remember in Kitchen 
Planning.” Arthur W. Dana. Res- 
taurant Management. July 1947, 
61: 42-43. 

“Problems of Remodeling an Old 
Kitchen.” J. Marie Melgaard. 
J.A.D.A., February 1944, 19: 89-92. 

A SCIENTIFIC BASIS FOR THE DE- 


SIGN OF INSTITUTION KITCHENS. Or- 
pha M. Huffman Thomas. 75 pp. 
New York: Columbia University 
Press. 1947. 


Organization 

Proper organization of a dietary 
department is an.important means 
of cutting down waste. The follow- 
ing articles and books will be help- 
ful to administrators of large hos- 
pitals, where proper organization 
is particularly important. 

“Food Service in the Hospital.” 
Ada B. Lothe. Hospirats, May 
1938, 12: 96-98. 

Foop SERVICE IN INSTITUTIONS. 
Bessie B. West and LeVelle Wood, 
599 pp. New York: J. Wiley and 
Sons. Second Edition, 1946. 

“How Organization and Efficien- 
cy Help in Large Scale Feeding 
Problems.” Jayne Mullin Harwell. 
Hospital Management, July 1946. 
62: 90-94. 

“The Organization of Several 
Dietary Departments.’ Marjorie 
Dunlap. J.A.D.A., November 1938. 
14: 705-712. 

“Production Management in To- 
day’s Kitchen.” Margaret L. Mit- 
chell. J.A.D.A., January 1947. 23: 
25-30. 

RECOMMENDATIONS FOR’ Food 
SERVICE IN A FIFTY-BED HOSPITAL. 
36 pp. Department of National 
Health and Welfare, Canada. 1946. 

“Tempering the Dietary Budget 
by Use of Controls.” Tol Terrell. 
HospITALs, July 1944. 18: 45-46. 

“Organization and Administra- 
tion of the Hospital Dietetics De- 
partment.” Paper presented by 
Mary M. Harrington, B.S., M.A. 


Personnel Administration 


Integral to the efficient opera- 
tion of a dietary department is the 
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proper policy for food service em- 
ployees. They are a special person- 
nel problem. 

“The Application of Motion and 
Time Studies.” Leland P. Schwartz. 
J.A.D.A., September 1942. 18: 
587-588. 

“Are You Having Employee 
Trouble?” Josephine Friedman. 
Southern Hospital, April 1946. 
14:79. 

“The Case of Dietitian versus 
Hospital Field.’’ Mary deGarmo 
Bryan. Modern Hospitals. . July, 
August 1946. 67: 74-76, 59-61. 

“Changing from the Split Shift 
to the Straight Shift in the Hos- 
pital.” Elizabeth Perry. J.A.D.A., 
April 1946. 23: 339-342. 


“The Dietitian as a Part of Hos- } 


pital Administration.” Katherine 


Mitchell. HospITALs, January 1936. 


10:66-68. 

“The Dietitian, the Hospital and 
the Administrator.” Boris Finger- 
hood. J.A.D.A., March 1938. 14: 
194-196. 

“An Employee Training Program 
in the Making.”’ Bertha Biltz and 
Mary Agnes Pohl. J.A.D.A., May 
1946. 22: 431-436. 

A GUIDE TO THE SELECTION AND 
TRAINING OF Goop SERVICE Em- 
PLOYEES. 47 pp. American Dietetic 
Association. 1947. 

“Professional Status of the Dieti- 
tian to the Hospital.” Robert E. 
Neff. Chicago Hospital Council Bul- 
letin, September 1947. 10:7-11. 

“Successful Plans for Adminis- 
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tering Dietary Personnel.” Theo- 
dora Stebbins. Hospital Progress, 
September 1946. 27: 303-305. 

“What Are the Qualifications for 
Hospital Food Service Employees?” 
J. Marie Melgaard. Hospital Man- 
agement, December 1947. 64: 
86-94. 


Food Cost Accounting 


With the disproportionate rise 
in food prices, this phase of dietary 
administration now demands spe- 
cial attention. 

ACCOUNTING AND Foon ContTroL 
FOR HOME ECONOMICS STUDENTS. 
Neva Henrietta Radell. 270 pp. 
New York: F. S. Crofts and Comp- 
any. 1942. 

“Counting Costs in Food Con- 
trol.” Alberta M. MacFarlane. 
Modern Hospital, May 1941. 56:90- 
91. 

“Food Accounting System Assists 
in the Control of Costs.” Effie May 
Winger. HospPITALs, October 1947. 
21:66-72. 

“Food Control Through Cost An- 
alysis.”’ Ernest M. Fleishman. 5 pp. 
Paper presented at the American 
Hospital Association convention. 
1946. 

“Food Cost Accounting.” George 
P. Bugbee. J.A.D.A., February 
1943. 19:101-103. 

“Food Cost Accounting for Hos- 
pitals.”” James E. McNamara. Hos- 
PITALS, June 1941. 15: 57-60. 

“Food Cost Accounting for 
Small Hospitals.’’ Mary Kiefer 
Bloetjes. Hosprrats, December 
1941. 15:60-63. 

Foop Cost ACCCOUNTING FOR 
SMALL INSTITUTIONS. 29 pp. Amer- 
ican Dietetic Association. 1948. 

‘‘Food Cost Control in the Hos- 
pital Dietary Department.’’ Grace 
Bulman. J.A.D.A., October 1941. 
17: 759-765. 

“A Food Cost Control System in 
a Dietary Department.” Ella M. 
Eck. J.A.D.A., February 1943. 19:- 
98-100. 

“Small Hospital Food Cost Con- 
trol by a Simple Method.” Margar- 
et Gillam. HospiTats, September 
1947. 21:66-72. 


Sanitation 
Sanitation is, of course, the 
standby problem in dietary depart- 
ments. To keep food from becom- 
ing a medium of infection, the de- 
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partment must be ever watchful. 
These articles and books represent 
some of the latest approaches to the 
problem. 

“Critical Study of Machine Dish- 
washing.” W. L. Mallmann, Paul 
Dekoning and Leo Zailowski. 
American Journal of Public Health, 
April 1947. 37:390-399. 

“Environmental Sanitation as 
Applied to Hospitals.” R. Bowering. 
Canadian Hospital, July, August 
1946. 23:27-28, 44-45. 

‘Food Sanitation.” Murray P. 
Horwood. Modern Hospital, July 
1947. 69: 102-106. 

From HAND TO MourtuH. 48 pp. 
U. S. Public Health Service. No. 3, 
Community Health Series. 

“Hygiene for Food Handlers.”’ 
Hal G. Perrin. Modern Hospital, 
September 1945. 65:112-113. 

“Methods of Sanitizing Eating 
and Drinking Utensils.” John An- 
drews. Public Health Report, Aug- 
ust 25, 1944. 59:1103-1117. 

“Sanitary Care and Handling of 
Food.” Fred W. Tanner. J.A.D.A., 
March 1945. 21:137-141. 

“Sanitation for Food Depart- 
ment.’”? W. L. Mallmann. J.A.D.A., 
October 1946. 22:870-873. 

“Sanitization of Institution 
Equipment.”” W. L. Mallman. 
J.A.D.A., March 1945. 21:137-141. 

“Ultraviolet Air Sanitation and 
Its Application to Foods.’ William 
T. Anderson Jr. Hospital Manage- 
ment, June 1947. 63:98-102. 

“Why It Pays to Provide Proper 
Training for Food Handlers.” Lee 
Harris. Restaurant Magazine, May 
1945. 56:44-45. 


* Equipment 

Included in this division are 
many phases of the equipment 
problem—operation,, maintenance, 
needs, planning and new devel- 
opments. 

“Adequate Ventilation.” Samuel 
R. Lewis, Hosprtats, March 1947. 
21:54-56. 

CarE oF Foop SERVICE EquiP- 
MENT. 86 pp. American Dietetic 
Association, 1944. 

“Cooperative Planning for Effici- 
ent Equipment Upkeep.” Leland J. 
Mamer. HosPITALs, December 1947. 
21:69-72, 

“Equipment Requirements for 
Hospital and Institution Kitchens.” 
4 pp. American Dietetic Associa- 
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tion, Food Administrative Section, 
Project No. 1. 1945-46. 

“Floor Service Kitchen.” Martha 
Nelson Lewis. HospiITaLts, March 
1947. 21:46-47. 

“Food Service Equipment Pre- 
ferred.’ Everett W. Jones. Modern 
Hospital, April 1946. 66:112-114. 

“Future Offerings In Heavy Duty 
and Fixed Equipment.” S. Blick- 
man. J.A.D.A., September 1946. 
22:745-752. 

“Modern Refrigeration.” J. F. 


Manion. HospiTaALs, March 1947. 
21:51-53. 

“Principles of Kitchen Layout.” 
Arthur W. Dana. Restaurant Man- 
agement, October, November 1947. 
61:49-51, 56-57. 

“Some Coming Events, Better 
Food Facilities.’ Owen Webber. 
HospPITALs, March 1947. 21:46-47. 

“Some Practical New Develop- 
ments in Dietary Equipment.” 
Margaret Gillam. HOSPITALS, June 
1946. 20:62-64. 
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a Will Ross Idea 


that is Saving Hospitals 
Thousands of Dollars! 


> Baye Lye 
an Paper “ray Covers 


Hospitals,. of ‘necessity, have always welcomed 


money-saving ideas. One of the early services 
performed by Will Ross, Inc., (better than 30 @ They are an economic necessity in today’s hos- 


pital operations, saving hospitals thousands of dol- 
lars in laundering bills and table linen purchases. 


These are the well-founded, basic Service 
Facts about Paper Napkins and Tray Covers: 


years ago), was the development of an idea 
that was destined to save hospitals thousands of 
dollars...and at the same time improve service. R . , 
toa ee ae @ Paper Tray Covers and Napkins provide im- 

This idea was the introduction of Paper Napkins yee . a ne 
proved individual service to patients, sanitation, 


and Tray Covers. Simple as it may seem no ; : 
* ae gente tis and the quickest method of disposal. 
back in those days it was a distinct innovation 


and was received with caution. 
Today the use of Paper Napkins and Tray: Covers 
is generally accepted practice in many hospitals 


— and it has paid high dividends in terms of 
Lowered Meal Service Operating and Main- Today paper plays an increasingly important part in hospital 
service in many departments. Strategic location and long 


tenance Costs. i 
experience enables us to be of real assistance to hospitals 
This is just one of the Will Ross ideas that have interested in using paper goods to best advantage. 
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WILL ROSS, 


MILWAUKEE 10, WISCONSIN 


@ Paper Tray Covers, in their attractive designs 
and pristine cleanliness, dress up the tray, empha- 
size appetite appeal and perk up patients generally. 


Manufacturers and Distributors of Hospital 
and Sanatorium Supplies and Equipment. 
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Repeated Price Gains Lift Indexes 
BACK TO OLD LEVELS 


. THE GAINS of February’s 
+4 commodity market break had 
been practically wiped out by the 
first week in June, as the whole- 
sale price index for all commodi- 
ties climbed back to its January 3 
level. Five of the 10 classifications 
of the weekly listing were higher 
on June 5 than at the first of the 
year. Building and fuel and light- 
ing materials led the way. 

Rather than starting a trend 
toward downward prices, the Feb- 
ruary break now seems merely to 
have slowed the upward spiral by 
a few months. The break served 
only to mark the end of the con- 
stant and steady rise. Since the 
February break, prices have 
shown more fluctuation than they 
had before, though the general 
trend is still upward. 

The wholesale price index for 
all commodities on May 29 was 
164.4—exactly the same as the 
January 3 index. This again 
means that prices are 64.4 per 
cent above the 1926 levels, which 
the Bureau of Labor Statistics 
terms ‘‘normal.’’ 

The first five days in June indi- 
cated more fluctuation; with some 
small drops from May 29 levels. 
Even with these drops, all com- 
modities except semi-manufac- 
tured articles. were still above 
May 1 figures. Semi-manufactured 
articles showed a fractional drop 
during May, for the only decline. 

All commodities still cost 11.4 
ber cent more last month than 
they did a year ago. Manufac- 
tured products are up 11.3 per 
cent. 

Probably the greatest fluctu- 
ation has occurred with farm prod- 
ucts. Farm products started the 
year with an index of 199.2, nearly 
double their 1926 values. Then 
came the commodity market 
break, which forced farm products 
down nearly 20 percentage points 


JULY 1948, VOL. 22 


in mid-February. This commodity 
group has been slowly recovering 
since that time, going up and 
down but mostly up. By June 5, 
farm products were up to 192.4. 
Fuel and lighting materials 
were nearly constant the last few 
weeks in May but they still gained 
during the month and were notice- 
ably higher than on January 3. 
With an index of only 133.8 on 
June 5, this group was still one of 
the cheapest, by comparison with 


’ 


1926 figures, of all major com- 
modities. If fuel prices continue 
upward they may soon pass chem- 
icals and allied products, which 
have remained fairly constant all 
year. The chemical price index 
last month was 135.2. 

Dollar value continued to drop 
as prices rose. For May, the 
wholesale commodity dollar was. 
worth an average of about 61.3 
cents, compared with 61.5 cents 
in April and 61.9 cents in March. 
This is based upon dollar-for- 
dollar value in 1926. The June 5 
dollar was worth even less—60.9 
cents. A year ago, the wholesale 
commodity dollar was worth 67.8 
cents. 

The Bureau of Labor Statistics, 
along with everyone else, is won- 
dering how much lower the dollar 
will sink. 





COMMODITY May 31 
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All commodities...........- 

Farm products.. BS 


Textile products... 
Fuel and lighting 
| re 
Building materials 
Chemicals and allied 
products 
Raw materials..........-.-.-- 
Semi-manufactured 
BUENO ot oisesessares PADD 
Manufactured products 142.5 


Source: Bureau of Labor Statistics. 
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The weekly index is calculated from a one-day-a-week price. It is 
changes and should not be compared directly with the monthly index. 


TABLE 1— PATTERN OF FLUCTUATIONS 
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All commodities...............-.... 
Farm products...................... 
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Textile products... 

Cotton Goods 

Fuel and lighting materials. 
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ollar. 


*Figures not available at press time. 
Source: Bureau of Labor Statistics. 
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TABLE 2— DECLINING DOLLAR 
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After Two Decades, Standards for 
SHEETS AND SHEETING 





der ocgieeamags of the textile 
manufacturing industry finally 
have agreed to a set of standard 
specifications for sheets and pillow 
cases. Hospital purchasers soon 


tions. It had become known that 
the industry again was going to 
refuse all proposals, but convinc- 
ing arguments by members of 
the consumer goods committee of 


will be able to order by type num- 
ber and know exactly what the 
quality of the product will be. 
This concession was won after 
more than 21 years of effort by 
hospital and consumer organiza- 





The Purchasing department is ed- 
ited by Leonard P. Goudy, purchasing 
specialist. 
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the American Standards Associa- 
tion caused the industry to re- 
verse its position. 

Proposed standards acceptable 
to the industry recently were sub- 
mitted to Dewey H. Palmer, con- 
sumer goods committee member 
who represented the American 
Hospital Association’s Commit- 
tee on Purchasing, Simplification 
and Standardization. Except for 
those pertaining to shrinkage, the 
new standards conform to those 
proposed last year by the Ameri- 
can Standards Association. 
Though not yet officially adopted, 
the industry’s proposals probably 
will be accepted as given. 

A series of tests run by a com- 
mercial testing agency had shown 
a general deterioration in the 


quality of sheets and pillow cases. — 


These findings were confirmed by 
the laboratories of the Mellon In- 
stitute and of a large retailing 
firm. They showed that many of 
the products now on the market 
do not meet the American Stand- 
ards Association proposals on 
shrinkage, sizing, warp breaking 
strength and weight. 

These facts were explained at 
the consumer goods committee 
meeting April 29. Representatives 
of the industry attended. Since 
the industry’s intention to refuse 
and its reasons for refusing the 
standards were known before the 
meeting, committee members 
were prepared with arguments 
of their own. 

The representatives of the in- 
dustry had denied that there had 
been any deterioration in the qual- 
ity of their products. It was ex- 
plained, though, that the Ameri- 
can Hospital Association had ac- 
cess to test data which show the 
deterioration of the quality in 
sheets and pillow cases since the 
end of World War II. 

The industry representatives 
also had said that one of their 
reasons for refusing was the dif- 
ficulty of getting all members to 
accept the standards. Committee 
members then explained that 
these standards were not meant 
to be law, but only an aid in pur- 
chasing. They said that it still 
would be possible for the majority 
to approve the standard and leave 
it to the individual manufacturer 
to decide whether to use it as a 
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ANOTHER HILL-ROM “FIRST” 
the new 


SAFETY STEP 


LB 
In getting into bed, the ’ = 
patient's weight is co 
transferred from the 
floor directly onto the 
bed, instead of to a 
footstool or other mov- 
able object. 


While fiat on the back, 
patient releases catch, 
permitting step to fall 
into position for use. 


Getting out of bed is 
much easier, simpler— 
and SAFER—with the 
Hill-Rom Safety Step. 


Illustrating the sturdy 
strength of the Hill-Rom 
Safety Step. Frame- 
work is of high carbon 
angle iron, bolted to 
the angle iron side rails 
of the Gatch spring. 


For years hospital officials have realized the need for 
safer equipment for patients’ use in getting into and out of 
bed. Many accidents occur when a footstool is used for this 
purpose. Hill-Rom designers have solved this problem by 
devising a step that is an integral part of the bed. The 
Hill-Rom Safety Step is attached to the frame by means of 
hooks, and can be easily transferred from one side of the 
bed to the other by the nurse. It folds out of the way when 
not in use. The step platform is covered with linoleum, and 
exposed wood parts are finished to match the bed ends. 
The Safety Step is available with all Hill-Rom beds. 
Detailed information on request. 


THE HILL-ROM COMPANY, INC. 


PA TESVrete, INDIANA 
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The Fuller line is the complete line 
of cleaning equipment. Here is 
one source of supply to meet ai// 


your cleaning requirements. 


TELEPHONE your Local Fuller 
Branch Office or write 


ve FULLER BRUSH 2. 


ee ee See ee ee | 


3564 Main St. ¢ Hartford 2, Conn. 


In Canada: Fuller Brush Co., Ltd., Hamilton, Ont. 
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Combined thread count; warp 


maximum. 





STANDARDS FOR SHEETS AND SHEETING 


Type 200 
Combed 


Yarn 


and filling per square inch 900 
Warp breaking strength (Ibs.) 60 
Filling breaking strength (Ibs.) 60 
Maximum added sizing 1% 
Weight; ounces per square yard 3.6 


Note: All standards are minimum specifications with the exception of sizing which is 


Type 180 Type 140 Type 128 
Combed or Carded Carded 
Carded Yarn Yarn 

Yarn 


180 140 
60 70 
60 70 

2% 4% 
3.6 4.6 








guide in manufacturing and a 
statement on labels. 

After some sporadic reaffirm- 
ing of its previous decision, the 
industry group finally agreed to 
discuss the matter further and re- 
port back to the committee. The 
decision to comply was made 
three days later. 

The capitulation climaxed ef- 
forts which were begun in 1927. 
That year the American Home 
Economics Association petition- 
ed the American Standards As- 
sociation to consider the estab- 
lishment of grades or specifica- 
tions for sheeting that would be 
useful to consumers selecting this 
commodity. 


The home economics associa- 
tion chose sheeting because it is 
used in nearly every home and 
institution. It represents the ma- 
terial for which quality is of par- 
ticular importance and on which 
fashion and style have little influ- 
ence. 

Even then it was recognized 
that the judgment of retail buy- 
ers, salesmen and consumers 
could not be relied upon to de- 
termine the quality of sheéts. 
Price was not an infallible guide 
to quality, and quality within a 
given brand could vary. 

At a joint conference of manu- 
facturers, distributors and con- 
sumers in 1927, the groups voted 
unanimously to ask the American 
Standards Association to develop 
specifications for sheets and 
sheeting. 

From that time on, efforts to 
get final adoption of the standards 
met with little cooperation. The 
1927 effort died in the hands of 
the manufacturers’ group. The 
only information it gave was that 
there was no evidence of a con- 


sensus on ways the problem might 
be met. 

When the proposals for stand- 
ards were revived in 1936 with 
only a few minor changes, the 
same thing happened. A subcom- 
mittee representing the textile 
manufacturers again seemed to 
accept the purpose of the whole 
committee’s work. Again the man- 
ufacturers withheld approval. 

The latest drive for sheet stand- 
ards was begun in 1946. Many 
meetings were held by members 
of various interested groups. These 
laid the groundwork for final 
success. 

The new standards are similar 
to those used by the Office of 
Price Administration. In order- 
ing, products may be described 
by total thread count or by type 
number. In the table is a brief 
description of the five types for 
which the manufacturers group 
has submitted specifications for 
bed sheets and pillow cases. When 
adopted in their final form, the 
complete specifications will be 
available to hospitals. 

Manufacturers may describe 
their products by total thread count 
(warp and filling) per square inch, 
or by type number. These type 
numbers are derived fiom the 
thread count. Designation by type 
numbers is restricted to sheets 
and pillow cases conforming to 
specifications for different grades. 

Sheets and pillow cases covered 
by these specifications are to be 
made from plain weave, tape sal- 
vage bleached sheeting, carded 
or combed. Hems and seams must 
be sewn with lock or overlock 
stitching of not less than 14 stitch- 
es to each inch.—LeonarD P. 
Goupy. 
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Anniversary 


Two years have gone by since Congress passed the 
Hospital Survey and Construction Act. It has taken 
both these years for the Hill-Burton program to ma- 
ture into a full-fledged government undertaking. 
Much depended upon work in the states, and when the 
states were slow, they hindered the entire program. 

With each passing day, the Division of Hospital 
Facilities encountered new headaches, kinks and 
mechanical questions. Problems of architecture, law 
and efficient planning were dropped into laps of the 
Washington administrators. Technical authorities had 
to be sent out from Washington to the state and dis- 
trict offices to lend a hand. Some states still have not 
submitted acceptable state plans. A few have not 
passed enabling legislation. (See Survey, Planning.) 

After two years, though, most states are ready to 
go. Some have been ready for nearly a year, and in 
these states the program is going forward. With the 
work beginning to roll, federal money will be dis- 
tributed from now on. At least two government checks 
have been sent out. Construction is getting underway. 
Applications for federal assistance are coming into 
Washington in a steady stream. About 300 applica- 
tions have received either partial or full approval. 

Because the U.S. Public Health Service cannot 
point to large numbers of projects already under con- 
struction, dubious legislators had been hesitant to 
appropriate money to match local funds. While Con- 
gress had to approve money for operation of the pro- 
gram, few expected the full $75,000,000 authorization 
for the government fiscal year that began July 1. (See 
Federal, Legislative. ) 


Congressional Victory 

For more than a year, Congress and the Veterans 
Administration argued about two surplus Army hos- 
pitals. Congress wanted the agency to take over the 
Camp White hospital at Medford, Ore., and Schick 
General Hospital, Clinton, Iowa, as domiciliary facil- 
ities. This is contrary to usual policy of locating veter- 
ans hospitals. (See Veterans. ) 

The agency officials objected to congressional in- 
terference in its hospital planning program. Neither 
hospital is near a medical center. Both are semiper- 
Manent structures, low and rambling, with many 
miles of corridors. Both need repairs, reconditioning 
and equipment. Both will be expensive to open and 
to operate. 

Then came the floods in Oregon, and with them 
Came a feverish desire to help the residents of the 
disaster area. The arguments that had influenced 
legislators to see things the way of the planned 
Veterans Administration program were forgotten. In 
the hubbub, the bill to transfer the Camp White hos- 
pital to the Veterans Administration was snatched 
from dormancy. The Schick hospital transfer was 
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tacked on as an amendment, and the bill sailed 
through both houses on the crest of the flood. The 
president signed it just before leaving on last month’s 
tour. 

The combined bed total of the two hospitals was 
4,254 when the Army was running them. The stunned 
Veterans Administration does not know how many 
beds it can put back into operation. It already has 
well over 5,000 beds closed because of personnel 
shortages. Now its officials feel that they must close 
some other hospitals to staff Camp White and Schick. 
Congress did not give the administration any extra 
money to operate these hospitals. 

During hearings, most members of the Oregon 
and Iowa congressional delegations stressed the econ- 
omy angle. Here, they said, are hospitals already 
built, at a combined cost of $17,000,000. Yet nobody 
wanted the agency to halt work on proposed general 
hospitals at Klamath Falls, Ore., or Iowa City, Iowa: 

Throughout the hearings, senators and representa- 
tives referred to the thousands of veterans on hospital 
waiting lists in their respective districts. Not once 
did anyone question Congress’ unwritten policy of 
furnishing unlimited hospital care to all these non- 
service disability patients. 

Rep. Olin E. Teague (D., Texas) asked one witness 
what he thought of the idea. The witness said it was 


. “tremendously wonderful’’ and the matter ended. 


Obituary 

Throughout its 27-year history, the Federal Board 
of Hospitalization never was the power it might have 
been in government hospital planning. Now it is dead. 
(See Federal, Administrative. ) 

Established in 1921 and reactivated in 1943, the 


, board was to help coordinate the planning of federal 


hospitals so there would be a minimum of overlapping 
services. It was responsible to the Bureau of the Bud- 
get, which in turn was a big voice in appropriations 
for federal departments. 

But the board had to do its job practically without 
authority. It also lacked the advice of nonfederal hos- 
pital and medical authorities. It was powerless to 
stop Congress from stepping on its toes. Its opposition 
to reopening Camp White and Schick hospitals by 
congressional decree was in vain. 

If a new but unofficial advisory group is to be set 
up, as has been proposed, it may be of some value to 
the Bureau of the Budget. Such an unofficial commit- 
tee, however, would have even less power than the 
disbanded board. Most important, its activities would 
have no more bearing on relations: with nonfederal 
hospitals under the Hill-Burton program than its 
predecessor’s. 

The situation seems to stress the validity of the 
American Hospital Association’s recommendations 
for a responsible and authoritative board to study 
the whole problem of coordination. 
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U. S. Public Health Service, 1798 -1948 


It was 150 years ago this month 
— July 16, 1798 — that President 
John Adams signed a bill to pro- 
vide ‘‘for the relief of sick and 
disabled seamen’’ and paved the 
way for today’s U. S. Public 
Health Service. 

Several developments had led 
to this bill. The mortality rate 
among merchant seamen had 
been high. Sick or injured sailors 
were often dropped ashore at the 
nearest port, where they depend- 
ed on friendly families to nurse 
them back to health. 


Towns along the east coast soon 
had so many disabled seamen that 
they could no longer care for 
them. In 1787, Virginia built a 
marine hospital at Norfolk. Secre- 
tary of the Treasury Alexander 
Hamilton asked the 1792 Congress 
for a marine hospital system. 
Some of his suggestions were in- 
cluded in the bill passed in 1798. 

The act, requiring each sailor to 
pay 20 cents a month, took effect 
on September 1, 1798, and put the 
program under the Treasury De- 
partment. 

A few hospitals were built or 
bought, and civilian hospitals 
were used on a contract basis. As 
early as 1807, Harvard medical 
school students were getting clini- 
cal training in the Boston Marine 
Hospital. Its director, Dr. Ben- 
jamin Waterhouse, is credited 
with introducing vaccination to 
this country. 

In 1849, the first congressional 
investigation of hospitals resulted 
in a recommendation for a chief 
surgeon, the forerunner of today’s 
surgeon general. An 1869 study 
formed a basis for nationalization 
of the marine hospitals under the 
Act of 1870. 

This act brought about a nation- 
al Marine Hospital Service, with 
a $2,000 supervising surgeon ap- 
pointed by the secretary of the 
treasury. In 1889, when the Com- 
missioned Corps began, authority 
for appointments was shifted to 
the President, and contributions 
by seamen were raised from 20 
to 40 cents a month. In 1884, this 
levy was replaced with a tax on 
tonnage, which itself was abolish- 
ed in 1905 when congressional 
appropriations began supporting 
the program. 
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Preventives: The Marine Hospi- 
tal Service began work in preven- 
tive medicine, epidemic control 
and quarantine. It started giving 
physical examinations to immi- 
grants. 

In 1887 a bacteriological labora- 
tory had been established at Sta- 
ten Island, New York. This labor- 
atory later was moved to Wash- 
ington, D.C., as the hygienic lab- 
oratory. Today, as the National 
Institute of Health, it is the larg- 
est research center in the world. 

In 1902 the name of the Marine 
Hospital Service was changed to 
the Public Health and Marine Hos- 
pital Service. The supervising sur- 
geon became the surgeon general. 

The hospital system continued 
to grow, and by 1920 it included a 
tuberculosis sanatorium and a 
leprosarium. 

A 1912 unification act authorized 
new activities and changed the 
title to the United States Public 
Health Service. 

World War I: During the first 
World War, the service supervised 
health conditions near military 
camps and war plants, draining 
swamps, improving water sup- 
plies and giving vaccinations. As 
a war measure, Congress rushed 
through the Venereal Disease Act 
of 1918, creating a Venereal Dis- 
ease Division within the Public 
Health Service. , 

After the war, the service cared 
for veterans until the 1922 estab- 
lishment of the Veterans Bureau, 
now the Veterans Administration. 

Between 1920 and 1930, nine new 
marine hospitals were built and 
10 others were enlarged. The Pub- 
lic Health Service now operates 
25 hospitals, 115 outpatient clinics, 
two hospitals for drug addicts, a 
leprosarium and 16 major quaran- 
tine stations. 





QUIZ ANSWERS 


These are the answers to HOSPI- 
TALS' QUIZ on page 55. 

Numbers in parentheses refer to 
pages in HOSPITALS for June from 
which the questions were drawn. 

1. B (52) 6. E (107) 

2. D (83) 7. B (43) 

3. D (36) 8. C (57) 

4. C (47) 9. A (48) 

5. B (108) 10. E (74) 











A 1937 law authorized organiza- 
tion of the National Cancer Insti- 
tute, empowering the surgeon gen- 
eral to provide the first research 
grants and_ fellowships. Dr. 
Thomas Parran, until recently the 
surgeon general, aroused interest 
in venereal diseases in 1938, and 
Congress passed the National Ven- 
ereal Disease Control Act. The 
Public Health Service first demon- 
strated the successful use of peni- 
cillin in the cure of venereal dis- 
eases. 

In 1939, after 141 years under 
Treasury supervision, the Public 
Health Service became part of 
the newly created Federal Secur- 
ity Agency. 

World War II: The second 
World War brought another ex- 
pansion of the service’s activities. 
Congress passed the Lanham Act 
for providing hospitals in war- 
swollen communities, the Emer- 
gency and Sanitation Act and the 
Bolton Nurses Training Act, which 
set up the now-expiring Cadet 
Nurse Corps. The National Insti- 
tute of Health diverted most of 
its research to war problems and 
helped the armed forces control 
disease. Partly because of a vac- 
cine developed by the institute, 
not a single American fighting 
man died from typhus fever dur- 
ing the war. 

In 1944, Public Law 410 con- 
solidated the many laws under 
which the Public Health Service 
had functioned for 146 years. 

Expansion: The Seventy-Ninth 
Congress passed the Hill-Burton 
Hospital Survey and Construction 
Act and the National Health 
Act in 1946. The Public Health 
Service also was affected by con- 
gressional approval of the Atlan- 
ta Communicable Disease Center, 
funds for cancer control grants, 
transfer of the National Office of 
Vital Statistics from the Depart- 
ment of Commerce, and the au- 
thority to lay groundwork for the 
World Health Organization. 

The current Congress has ex- 
panded further the Public Health 
Service’s activities by authoriz- 
ing heart, dental and Arctic health 
research, and American partici 
pation in the World Health Organ 
ization. 

Appropriations for fiscal 1949 
are expected to surpass the serv- 
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vice’s 1948 
$191,283,100. 

Dr. Leonard A. Scheele succeed- 
ed Dr. Parran as surgeon general 
earlier this year. 


appropriation of 


Last Days of EMIC 


With the wartime Emergency 
Maternal and Infant Care program 
being terminated, hospitals will 
provide no more care to EMIC 
. patients after April 20, 1949. 

Hospital participation in the 
maternity care provision ended 
May 31, and next April 20 has 
been set for the windup of infant 
care under the program. Authori- 
zation for provision of infant care 
must be made before next May 
20. 

Hospitals which provided serv- 
ice but have not submitted re- 
quests for payment must do so 
by June 30, 1949. 

Under this program, which de- 
veloped from a need for aid to 
expectant mothers whose _hus- 
bands were in the armed forces 
during the war, the U. S. Chil- 
dren’s Bureau provided funds for 
prenatal and postpartum care for 
wives of servicemen in the four 
lowest pay grades and for a year’s 
care of infants. 

In effect, the program ended a 
year ago. Fiscal 1948 participa- 
tion was open only to women who 
were pregnant before July 1, 1947, 
and whose husbands were enlisted 
men in the eligible pay grades. 

At one time during the program, 
federal funds paid costs for one 
of every seven babies born in the 
United States. The peak year was 
1944, when hospital costs for about 
45,000 babies each month were 
paid by the agency. 


Plans for Alaska 


Included in the supplemental 
Federal Security Agency appro- 
priation bill was $1,115,000 to pro- 
vide for disease and sanitation in- 
vestigations and control in Alas- 
ka. Hardly had the bill been ap- 
proved before the U. S. Public 
Health Service set out to put the 
program into operation. 

Last month, Dr. Jack C. Halde- 
man left his job as executive offi- 
cer of the Division of Hospital Fa- 
ciliti« s and flew to Alaska to be- 
&1n work as director of the gov- 
ernivent’s part of the program. 
Dr. ‘taldeman is familiar with the 
proiem, having worked for the 
Tervitorial Department of Health 
in 1938 and 1939. Under the new 
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plan, the Public Health Serv- 
ice will work with Alaska’s com- 
missioner of health, Dr. Conrad 
Earl Albrecht. 


The Public Health Service will 
be largely responsible for Alas- 
kan health and sanitation re- 
search activities and will assist 
the territorial government in 
strengthening health services. Dr. 
Haldeman’s staff will conduct re- 
search and investigation in Arctic 
health matters. “It is a field in 
which not much has ever really 
been done,” he said. 

The newly authorized fed- 
eral health program for Alaska 
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will continue for an indefinite per- 
iod, Dr. Haldeman said. Alaska’s 
health commissioner, Dr. AIl- 
brecht, estimates it will cost about 
$1,000,000 a year for the next five 
years. 


Hospitalization Board 
Budget Director James Webb 


quietly abolished the Federal 
Board of Hospitalization last 
month. This board, established in 
1921 and reactivated in 1943, was 
set up to help the Bureau of the 
Budget study and review all fed- 
eral hospital activities and plan- 
ning. 

_ With Mr. Webb as chairman, 
the board consisted of the com- 
missioner of Indian Affairs, the 
director of the Bureau of Prisons, 
the surgeons general of the Army, 
Navy and Public Health Service, 
and the chief medical director of 
the Veterans Administration. 

In a letter to the board’s mem- 
bers, Mr. Webb said that the chief 
reason for its reactivation in 1943 
was to handle the Army and Navy 
wartime hospital program and to 
plan for postwar veterans’ hospi- 


tal care. Now, he said, the Army 
and Navy programs are complete 
and veterans’ hospital planning 
has passed its peak, so the board 
is no longer necessary. 

Last month Mr. Webb said he 
planned to set up an informal ad- 
visory committee to assist the Bu- 
reau of the Budget in its hospital 
planning. Committee members 
would serve as individuals and 
not as official representatives of 
any agencies or organizations. 


Mental Hospitals 


Increases in the number of pa- 
tients in mental hospitals and in 
employees in these institutions 
were reported in statistics issued 
by the Mental Hygiene Division 
of the Public Health Service. The 
figures are for 1946. 

At the beginning of 1946, nearly 
530,000 persons were in mental 
hospitals, a ratio of about 382.4 
persons to every 100,000 in the 
civilian population of continental 
United States. The number of resi- 
dent psychiatric patients increas- 
ed 10,575 during the year. There 
were 153,025 first admissions to 
prolonged care mental hospitals. 

The highest rate of overcrowd- 
ing was in the east north central 
states, where state mental hospi- 
tals averaged 23.5 per cent above 
capacity. The least overcrowding 
was in the south Atlantic states, 
which had a 7.8 per cent average. 

Costs of care followed the gen- 
eral rising trend. From a figure 
of $285 per patient a year in 1937, 
it rose to $366 in 1944 and a high 
of $437 a patient in 1946. 

State mental hospitals averaged 
6.2 patients to each fulltime em- 
ployee in 1946. This represents a 
slight improvement over 1944 
when the average was 7 patients 
to each employee. The 1937 ratio 
was 5.8 patients to each employee. 


Army Appointment 


Another high appointment has 
been made in the Army’s gradual- 
ly developing new Medical Serv- 
ice Corps. Last month, Brig. Gen. 
George E. Armstrong, deputy sur- 
geon general, announced the ap- 
pointment of Maj. F. Roland Kuhn 
as chief of the corps’ medical al- 
lied sciences ‘section. 

Major Kuhn has been assigned 
as a bacteriologist at the Army 
research and _ . graduate _ school, 
Army Medical Center. During the 
war, he served as a bacterio! t 
in this country and overseas. 
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Adjournment for the 80th Congress 


At noon on Sunday, June 20, 
the Eightieth Congress adjourned, 
subject to recall by the President 
or Republican leaders. The last 
month of the session was spent 
rushing legislation through both 
houses, repassing some measures 
over presidential veto and allowing 
a number of bills to die. 

Hill-Burton: States which had 
not established maintenance and 
operation. by July 1 were given 
another chance to participate in 
the Hill-Burton Act by the passage 
of H.R. 6339. This amendment to 
Public Law 725 allows those states 
to get funds whenever they pass 
the necessary licensing legislation. 
They then will be able to use their 
allotments for that year and the 
preceding one. 

The Senate gave to all states a 
yearly minimum allotment of 
$100,000. Alaska, Nevada and Del- 
aware, all of which had appropria- 
tions below the new minimum, will 
benefit. 

Congress also acted to include 
the Virgin Islands in the program. 
The allotment for the islands will 
be small, probably $31,000 to $70,- 
000, and will not be affected by the 
new minimum for states. 

Appropriations: Under the sup- 
plemental Labor-FSA appropria- 
tion bill, the Division of Hospital 
Facilities received $1,300,000 for 
administrative expenses for the 
Hill-Burton program. Congress ap- 
propriated $40,000,000 for fiscal 
1948 (ending June 30) state grants 
for hospital construction, in addi- 
tion to $15,000,000 appropriated 
earlier in the year. Both houses 
also agreed to authorize the full 
$75,000,000 in contract obligations 
for fiscal 1949. Originally the Sen- 
ate had cut this authorization to 
$65,000,000, but it was restored in 
a joint conference. 

Congress also authorized $1,- 
115,000 for emergency disease and 
sanitation investigation and con- 
trol work in Alaska. 

Mental health activities received 
$9,028,000, which is $2,373,460 less 
than was requested. The figure still 
is $1,230,669 above the 1948 appro- 
priations. Labor-FSA appropria- 
tions totaled $1,866,000,000. 

Veterans: In another approved 
bill, the Veterans Administration 
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was granted $202,000,000 for hos- 
pital construction. Another $43,- 
000,000 in contract authority was 
authorized for construction of non- 
bed projects and to cover increases 
in estimated costs. In addition to 
the contract appropriation, the ad- 
ministration has about $210,000,000 
available from previous appropri- 
ations, making a total cash fund of 
$412,000,000 for hospital construc- 
tion. 

For administration of medical, 
hospital and domiciliary services, 
the agency received another $936,- 
755,000, an increase of $35,715,220 
over the 1948 appropriation. The 
entire Veterans Administration ap- 
propriation exceeded five billion 
dollars. 


World Health 


After two years, United States 
participation in the World Health 
Organization finally was approved 
by both houses. As passed, the bill 
limits appropriations to $1,920,000 
a year, and permits the United 
States to withdraw on one year’s 
notice. The bill says that American 
recognition does not commit this 
country to any specific legislation. 


Research 


Two research bills were passed. 
One of these is for heart disease 
and the other for dental deficien- 
cies. The heart bill sets up a Na- 
tional Heart Institute, with a Na- 





SOCIAL SECURITY 


A social security bill that 
would have provided optional 
old age and survivors’ insurance 
coverage for hospital employees 
passed the House but died in 
the Senate’s pre-adjournment 
rush. The bill, H.R. 6777, did 
not include a clause for unem- 
ployment compensation for 
those employees. 

Nonprofit hospitals could have 
waived the exemption they now 
have if they were to participate. 
Once a waiver was asked, it 
would have been binding for 
five years. Another two years 
would have been required be- 
fore the exemption again would 
be effective if the hospital de- 
sired to withdraw. 

















tional Advisory Heart Council. 
This council will consist of the 
surgeons general of the Army, 
Navy and Public Health Service, 
the chief medical director of the 
Veterans Administration, six ex- 
perts in heart diseases and six 
appointed members, not necessar- 
ily experts. Members will elect 
their own chairman. 

The dental research bill sets up 
a National Dental Research Insti- 
tute, which may include dental 
training. Its council will resemble 
the heart council except that at 
least four dentists will be on the 
six-member panel of experts. 


Stalemate 


The Eightieth Congress adjourn- 
ed without a report on either of 
the alternative national health 
bills. Instead, the Senate gave 
the Committee on Labor and Pub- 
lic Welfare $10,000 so that its Sub- 
committee on Health can continue 
to study national health and legis- 
lation to improve it. 

The committee was directed to 
report its findings to the Senate 
by March 15, 1949, along with any 
legislation or recommendations 
it may propose. Authority was 
granted the committee to sub- 
pena witnesses and documents 
and to take testimony under oath. 
Throughout its 60 hearings on 
compulsory health insurance over 
a three-year period, the commit- 
tee never before has had these 
powers. The committee may meet 
whenever it wishes before the 
Eighty-First Congress convenes, 
and has authority to consult fed- 
eral agencies, legislative commit- 
tees and any other organizations 
or persons it wishes to question. 

Last month, the Subcommittee 
on Health wound up its scheduled 
hearings on S.1320, the Wagner- 
Murray-Dingell health insurance 
bill, and $.545, the Taft bill for in- 
digent care. Mrs. Marjorie Shear- 
on, Ph.D., concluded testimony 
she started last winter, opposing 
§.1320 and pointing out flaws in 
S.545. She also criticized the re- 
cent National Health Assem- 
bly. The committee allowed Sen. 
James E. Murray (D., Mont.) 
time to introduce statements and 
exhibits countering the recent 
Brookings Institution report and 
the testimony of Mrs. Shearon. 
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The New Health Program for Canada 


Canada is about to embark on 
the first stage of a long range 
health program which, says Prime 
Minister W. L. MacKenzie-King, 
eventually will include health in- 
surance. The initial step is a feder- 
ally aided hospital construction 
program, comparable to the Hill- 
Burton activities in the United 
States. 

Several years ago health insur- 
ance was proposed. Because of an 
estimated shortage of 60,000 hos- 
pital beds and an unestimated 
shortage of persons to staff the 
planned facilities, the project was 
shelved temporarily. The new 
plan proposes to take care of these 
deficiencies first. 

About $30,000,000 a year for the 
next five years will be put up by 
the Canadian government. This is 
more than feur times what it now 
spends on non-veteran health serv- 
ices. 

The multimillion dollar budget 
will be used for grants for hospital 
surveys and construction, educa- 
tion and research. Provinces will 
be eligible for the grants whether 
or not they cooperate in the com- 
plete national program. 

These are the nine major pro- 
grams proposed: 

Construction: A total of $13,000- 
000 a year for five years will be 
paid through the provincial gov- 
ernments. The national govern- 
ment will contribute $1,000 for 
each active treatment bed and 
$1,500 for each chronic or conval- 
escent bed for the next five years. 
For a second five-year period, the 
allotment might be lowered. 

The federal grants must be 
matched by the province. There 
also must be local support, either 
private or municipal. As in the 


Hill-Burton program, federal as- 
sistance is limited to one-third of 
the total construction cost. 

If grants are fully utilized, Mr. 
MacKenzie-King said, they should 
help to provide more than 40,000 
additional beds in Canada. If gov- 
ernment hopes and expectations 
for the first five years are ful- 
filled, the prime minister plans to 
reduce the annual commitment 
for hospital construction by about 
one-half. 

The prime minister told the 
House of Commons that the short- 
age of chronic and convalescent 
beds in Canada is the most acute. 
‘Hospitals are congested to an 
unreasonable degree with persons 
not requiring active hospital care, 
but perfectly capable of being 
treated in chronic or convales- 
cent beds,’’ he said. He reasoned 
that the $1,500 grant for chronic 
beds, which are cheaper to pro- 
vide and maintain, would act as 
a premium to encourage more of 
these beds and reduce congestion 
in active treatment hospitals. 

Survey: An immediate health 
survey grant of $625,000 is to be 
shared by the provinces. The basis 
is $5,000 apiece plus capitation. 

Public health: A grant of 35 
cents per capita has been allo- 
cated for general public health. 
The initial grant of $4,404,000 will 
be increased gradually to 50 cents 
per capita. 

Tuberculosis: The grant for tu- 
berculosis control is $3,000,000. 
This is to be raised later to 
$4,000,000. 

Mental health: Grants for men- 
tal health start at $4,000,000. They 
will rise to $7,000,000. 

Venereal disease: Assistance of 
$5,000,000 a year is set aside for 


venereal disease control. Half is 
to be distributed on a population 
basis and half according to the 
number of new cases reported in 
the previous calendar year. 

Children: A grant of $500,000 a 
year is to go for the care of crip- 
pled children and a related pre- 
vention program. 

Education: Annual grants of 
$500,000 are to be used for profes- 
sional training to meet the criti- 
cal shortage of doctors and nurses 
in the public health field. Hospital 
personnel will be included in the 
training program. 

Cancer: Annual grants of 
$3,500,000 for cancer research and 
control will be made if the pro- 
vinces match their shares. This 
amount is in addition to the sup- 
port given to the National Cancer 
Institute. 

Joseph W. Willard, officer in 
charge of the research division 
of Canada’s Department of Na- 
tional Health and Welfare, said 
that the program ‘undoubtedly 
will be approved.”’ It has full gov- 
ernment support, he said, and 
support in principle of all opposi- 
tion parties. 

Mr. Willard explained that bills 
need not be introduced into Par- 
liament because expenditures are 
provided for through depart- 
mental estimates. Details of the 
program will be set out by order 
in council, a system in which 
members of the Privy Council, or 
cabinet, determine details of a 
government program and submit 
them to Parliament for approval. 

While the health grants do not 
require special legislation, it is 
expected they will be debated 
when the supplementary esti- 
mates are presented. 

The Canadian Hospital Council, 
of which Dr. Harvey Agnew is 





SEVEN YEARS OF SERVICE BENEFITS 


(A Statement of Blue Cross Income and Expense) 


Net Income 
Amount 
$ 7,963,457 
8,165,217 
9,185,899 
11,129,075 
8,160,537 
7,991,444 
8,012,586 


Operating Expense 

Amount ' G 
$ 5,691,672 12.99 
7,527,656 1217 
9,540,842 12.40 
11,922,200 12.30 
15,818,079 12.99 
99'396,775 13.01 
27,499,841 11.14 


Hospital Expense 
Amount lo 

$ 32,664,181 70.52 
46,183,857 74.64 
58,211,862 75.66 
73,883,961 76.292 
104,759,043 81.37 
141,354,949 89.34 
211,392,885 85.62 


$ 46,319,310 
61,876,730 
76,938,603 
96,935,936 

128,737,659 
171,673,168 
246,898,319 











i?48, VOL. 22 





executive secretary, has suggest- 
ed that provincial hospital asso- 
ciations organize committees im- 
mediately to study the proposals. 
They then will be prepared, he 
said, to work out details of a sur- 
vey of health facilities with the 
provincial gove~nment or other 
health agencies. 


Annual Payments 


Operating expenses for Blue 
Cross plans have risen from $1.95 
a contract at the end of 1946, to 
$2.13 at the end of 1947—a total 
increase of 9.23 per cent. These 
expenses for individuals were 93 
cents a participant in 1947, and 
86 cents the previous year. 

The figures were included in a 
recently released financial report 
of: Blue Cross plans for 1947. Pre- 
pared and published by the Blue 
Cross Commission, the report cov- 
ers figures from 90 plans. 

At the end of 1946, the total re- 
serve funds of all plans would 
have purchased 5.01 months of 
hospital care based on that year’s 
average monthly hospital ex- 
pense. On December 31, 1947, the 
purchasing value of the reserve 
fund had dropped to 3.86 months, 
a decrease of 22.95 per cent. 

The average amount of reserves 
per participant increased 1.32 per 
cent in 1947 over the previous 
year. As of December 31, the fig- 
ure was $2.31; a year before it 
was $2.28. 

Total figures for assets and li- 
abilities for the 90 plans, as of 
December 31, were: 

ASSETS 

Cash _ $31,070,198 

Accounts, notes 

receivable 

Investments 

Prepaid expenses & 

other assets 685,947 

Total assets 124,771,133 


LIABILITIES-RESERVES 
Accounts, notes 
payable 
Deferred income 
Reserves 
Total liabilities 
reserves 


5,191,267 
87,823,721 


$ 30,640,240 
26,068,147 
68,062,746 


124,771,133 


Third Conference 


The third annual Blue Cross- 
Blue Shield public relations con- 
ference is scheduled for August 
5-6, at the Stevens Hotel, Chicago. 
‘‘Methods and Media’’ has been 
selected as the theme for the 
meeting. 

Speakers will discuss such top- 
ics as establishment and mainten- 
ance of good press relations. 


86 





> « NURSING. - 





New President 


Pearl McIver, chief of the Of- 
fice of Public Health Nursing of 
the U. S. Public Health Service, 
was elected president of the 
American Nurses’ Association at 
its Chicago convention last month. 

Janet Geister, former editor of 
the Trained Nurse and Hospital 
Review, was elected first vice 
president and Bethel McGrath, 
Minneapolis industrial nurse, was 
named second vice president. 

Mrs. Minnie Laird, Portland, 
Ore., was re-elected secretary, 
and the new treasurer is Lucy 
Germaine of Detroit’s Harper 
Hospital School of Nursing. 

Miss McIver is the first public 
health nurse ever elected presi- 
dent of the organization. Eleanor 
Thompson, another public health 
nurse, served as president several 
years ago after the death of Presi- 
dent Lillian Clayton. 

Miss McIver has been president 
of the American Journal of Nurs- 
ing for the past three years and 
a board member for eight years. 
In Washington, D. C., last month, 
she said she plans to resign from 
the journal. 

The new president, a University 
of Minnesota graduate, said eco- 
nomic security for nurses would 
be a major aim of the organiza- 
tion in the year to come. Besides 
increasing nurses’ salaries, she 
hopes to improve working and 
living conditions and bring about 
‘Jess of an authoritarian attitude 
on the part of head nurses, hospi- 
tals and doctors.”’ 

She spoke of the assgciation’s 
plans to unify national nursing or- 
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ganizations and to study the 
of nurse education. 

“T think we can increase the 
number of nurses much more rap- 
idly by concentrating on the best 
schools and providing more nurs- 
ing services of a better quality 
for the hospitals without schools,” 
she said. 

Miss McIver said the nurses’ 
association wants to start a pro- 
gram of accréditing schools of 
nursing so that the public and 
prospective students can know in 
advance the rating of various 
schools. She endorsed the prin- 
ciple followed by medical schools 
in this connection. 

The American Nurses’ Associa- 
tion meeting was one of three 
groups attending the May 31-June 
5 biennial. Other organizations 
which met were the National 
League of Nursing Education and 
the National Organization for Pub- 
lic Health Nursing. 


Brown Study 


A revision of nursing education 
and improvement of the profes- 
sional status of nurses trained un- 
der a revised program are sug- 
gested by Esther Lucille Brown, 
Ph.D., in her study of ‘Nurses for 
the Health Services of the Future.” 
Prepared for the National Nursing 
Council and financed by a Carnegie 
Foundation grant, the study will 
be published in September, prob- 
ably under a different title. 

Miss Brown’s study, which was 
first reported at a May meeting 
of the National Nursing Coun- 
cil, contained several conclusions. 
These are: The nurse of today is 
not a professional person; hospi- 
tals are not a proper place to train 
professional nurses; the present 
system of education is inadequate; 
the shortage of nurses never will 
be solved under present conditions. 

Schools of nursing were divided 
into four groups in the study. One 
of these, called “socially undesir- 
able,” includes several hundred 
schools. Miss Brown would like to 
see these eliminated eventually. 
Another group includes the rela- 
tively good schools, most of which, 
according to the study, need im- 
provement. She suggests using cen- 
tral schools or junior colleges to 
supplement the training provided 
by these schools. 
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The third group includes some 
university-connected schools. Miss 
Brown calls these the distinguished 
schools, and suggests that all in 
this group be helped to affiliate 
with universities. The fourth group 
is made up of 35 schools in special- 
ized hospitals, all of which, she 
says, Should be eliminated. Good 
affiliation programs should be sub- 
stituted for them. 


Miss Brown asks for a four- 
year academic program for train- 
ing professional nurses, with post- 
graduate courses leading to an 
advanced degree. She also advo- 
cates establishing several centers 
as graduate schools, to be used to 
develop a properly trained faculty. 


She calls preclinical training out- 
moded and unnecessary in the edu- 
cational program of the profession- 
ally trained nurse. She does not 
classify tre majority of the hospi- 
tal schools of today professional. 
The expanded educational pro- 
gram, Miss Brown believes, should 
be supported generously by the 
public. 

Present standards of training 
for practical and semiprofessional 
nurses are called inadequate. Miss 
Brown suggests 12 months of class- 
room and practical training in an 
educational institution other than 
a hospital. This would be followed 
by a year of supervised practice 
before the practical nurse could 
be licensed and privileged to prac- 
tice in the home and the hospital. 

With proper training, Miss 
Brown says, practical nurses can 
function on a higher level than 
auxiliaries, and can do home nurs- 
ing. Careful analysis of the poten- 
tialities of each group is suggested. 
Such an analysis, she believes, will 
lead to establishment of four 
grades of nursing service. 

According to the study, the -ex- 
tended use of auxiliaries is ob- 
jected to by nurses for several 
reasons. These include the future 
of nursing organizations, the dan- 
ger to the professional status of 
the private duty nurse and anxiety 
about the quality of patient care. 

Several requirements for hospi- 
tals, io be used to improve the 
Professional status of nurses, are 
Suggesied in the study. They are: 
(1) Appraisal of the nursing ser- 
vice; (2) organization of doctors, 
nurses and social services to give 
the patient full psychotherapeutic 
care; (3) development in clinical 
functions for nurses, and (4) four 
Salary srades related to the nurse’s 
Clinics: training. 
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FOR SERVICE to Army hospital patients, radio singer Kate Smith was awarded an honorary 
commission. Col. Mary G. Phillips (right), chief Army nurse, was present when Maj. Gen. 
Raymond W. Bliss, Army surgeon general, made the award. (U. S. Army Signal Corps photo) 


The supply of graduate nurses, 
Miss Brown says, never will be 
adequate under present practices. 
She calls the system of nurse train- 
ing today too restrictive to make 
the profession attractive. 


Work Week Reduction 


The Hospital of the Woman’s 
Medical College, Philadelphia, has 
announced a 44-hour’ working 
week for general staff nurses and 
supervisors without reduction in 
salary. The new hours went into 
effect last month. 

General staff nurses at the hos- 
pital receive a basic salary of 
$135 a month with night duty pay- 
ing an additional 10 per cent. The 
former work week: was 48 hours. 
The hospital’s board approved the 
reduction in an effort to meet 
standards recommended by the 
state nurses’ association and the 
Hospital Council of Philadelphia. 


Colonel Kate Smith 


For her contribution to Army 
hospital patients during the war, 
Kate Smith, popular radio singer, 
was awarded an honorary mem- 
bership in the Army Nurse Corps. 
Maj. Gen. Raymond W. Bliss, 
Army surgeon general, made the 
presentation recently. Miss Smith 
received a _ lieutenant colonel’s 
commission. 

General Bliss asked Miss Smith 
to back the Army’s campaign to 
establish a reserve of 29,000 
nurses for any national emer- 


gency and to aid the American 
Hospital Association in its special 
program to recruit student nurses. 

As one of her first activities, 
Miss Smith is preparing a special 
transcription with her manager, 
Ted Collins. The 15-minute rec- 
ord will promote professional 
nursing and the opportunities it 
offers. Transcriptions will be dis- 
tributed to the nation’s 1,509 radio 
stations by the corps. 


Recruitment Report 


Student nurse recruitment in 
1948 appears to be moving ahead 
of the pace it set last year: More 
than one-half of the schools of 
nursing responding to the second 
questionnaire sent out by the 1948 
Student Nurse Recruitment Com- 
mittee have reported an improve- 
ment. About 7 per cent said re- 
cruitment was not going as well 
as it did last year. 

According to Mildred Riese, 
R.N., chairman of the Association 
committee, 484 replies had been 
received by June 10. In her sum- 
mary, she said that 292 directors 
of schools of nursing said the sit- 
uation had improved, 159 thought 
it was the same and only 33 re- 
ported it worse. 

Miss Riese said the question- 
naire showed a correlation be- 
tween the success of recruitment 
and the extensive use of promo- 
tional material. ‘‘Those directors 
who have been using all the media 
to promote nursing report better 
results.’’ she said. 
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Authorization for Action Programs 


Four major programs that will 
affect hospital administration and 
operation soon will be put in mo- 
tion by the American Hospital As- 
sociation. Action was authorized 
when the Board of Trustees, meet- 
ing at Chicago June 18 and 19, ap- 
proved council resolutions outlin- 
ing the plans. Programs in public 
relations, safety, personnel re- 
search and insurance research are 
‘included. 

Personnel research: As a main 
part of this program, an independ- 
ent commission will be set up 
jointly with the University of Chi- 
cago to study relationships and 
characteristics of hospital organ- 
ization. Approval of the university 
still is required. 

Public relations: A national 
public relations program for hos- 
pitals will be inaugurated Janu- 
ary 1. Outside groups will be called 
on for consultation. Their repre- 
sentatives will be placed on an 
advisory committee to the Council 
on Public Relations. Supplemen- 
tary assistance for individual hos- 
pitals may be given. 

Safety: Safety education pro- 
grams’ and exhibits will be de- 
veloped by the Safety Committee. 
To do its job, it will be expanded 
to a 12-man committee with sub- 
committees on accident prevention 
and fire safety. 

Two other proposals require ac- 
ceptance by the House of Dele- 
gates. One recommends that all 
hospitals establish continuing pro- 
grams of accident prevention, the 
other that a similar program be 
undertaken for fire prevention and 
protection. It was recognized that 
many hospitals must undergo 
structural modifications if patients 
are to be safeguarded properly. 

Insurance: The Insurance Com- 
mittee was instructed to proceed 
with a study of insurance for hos- 
pitals. A questionnaire will be sent 
to members as a first step. 

The Board also approved two 
major statements of policy: 

HOSPITALS’ COMMUNITY RELA- 
TIONSHIPS: A definition of hospi- 
tals’ role for achieving mutual un- 
derstanding and agreement among 
the patient, public and individuals 
who serve. 

SERVICE BENEFITS IN BLUE CROSS 
PLANS: An explanation and reaf- 
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firmation of support for service 
benefit objectives of the nonprofit 
Blue Cross idea. 

The Board also approved reso- 
lutions that: 
—Recommend appointment of hos- 
pital administrators to councils and 
boards that advise state health de- 
partments. 
—Endorse the development of a 
rehabilitation program for hospi- 
tals by the National Council on Re- 
habilitation. 
—Recommend that hospitals use 
the American College of Surgeons’ 
point-rating system as a means of 
self-appraisal and improvement of 
service. 
—Endorse the creation of a Nation- 
al Emergency Medical Administra- 
tion within the National Security 
Resources Board with adequate 
representation from the American 
Hospital Association. 
—Permit an organization meeting 
of an international or world asso- 
ciation of rescue and first aid 
squads during the Atlantic City 
convention. 
—Authorize publication of four 
workshops on the Hospital Survey 
and Construction Act. 
—Outline, in explicit terms, the 
need and a proposal for integra- 
tion of the Veterans Administra- 
tion hospital construction program 
with hospital planning for the 
country as a whole. 
—Invite representatives of state 
hospital planning agencies to meet 
with the Association at the annual 
convention. 
—Approve in principle the Blue 
Cross Commission’s proposal for a 
national membership and enroll- 
ment corporation. 
—Permit change of reporting dates 





CHANGE IN NAME 

The library of the Amer- 
ican Hospital Association, 
since 1940 known as the Ba- 
con Library, has had an offi- 
cial change in name. The 
Board of Trustees, because of 
the confusion associated with 
the former name, has ap- 
proved the title, “Library of 
the American Hospital Asso- 
ciation—Asa S. Bacon Memo- 
rial.” 











for Blue Cross plans from Janu:ry 
1 and July 1, to December 31 «nd 
June 30. 

—Set up an executive committee to 
take interim action for the Blue 
Cross Commission between its reg- 
ular meetings. 

—Approve the Alberta Hospital 
Service Plan as an authorized Blue 
Cross plan. 

—Provide necessary funds for sup- 
port of the training project out- 
lined by the Joint Committee on 
Vocational Education and Training 
of Hospital Personnel. The Coor- 
dinating Committee, on June 5 and 
6, added support to another related 
program by urging the Advisory 
Committee on Supervisory Train- 
ing to develop training programs 
immediately. - 

—Authorize adjustment of dues for 
associate institutional membership. 
This resolution requires by-law 
changes and was referred to the 
Committee on By-Laws for further 
action. 

—Set up a special committee to 
study by-law changes needed for 
a change in affiliation agreements 
between the American Hospital 
Association and state hospital asso- 
ciations. i 

—Advise institutional member hos- 
pitals that if a subscription to 
TRUSTEE is to be continued as a 
part of membership service, the 
administrator must submit the 
name of the board chairman or 
some other interested layman asso- 
ciated with the hospital if there is 
no board. 

—Change the title of John M. 
Storm from executive editor to 
editor of HOSPITALS and TRUSTEE. 


Educational Exhibits 


One of the largest educational 
exhibits in Association history is 
being planned for the fiftieth an- 
nual convention, September 20-23, 
at Atlantic City. By mid-June, 20 
organizations had scheduled ex- 
hibit space, and several other 
groups, including the Canadian 
government, had indicated interest 
in preparing exhibits. 

All federal departments con 
cerned with hospitals will combine 
their material in one large ¢x- 
hibit. In addition, the Department 
of Agriculture may arrange 4 
special display. ; 

The cost of medical care will 
be pictured in the American Med- 
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ical Association booth, in an ex- 
hibit prepared by the association’s 
Council on Medical Education and 
Hospitals. The vocational division 
of the U. S. Office of Education 
will explain practical nurse train- 
ing programs offered in public 
schools and the part played by 
the education office in local vo- 
cational schools and classes. The 
story of pharmacy’s service to hos- 
pitals will be the theme of the ex- 
hibit prepared by the American 
Pharmaceutical Association. 

Other educational exhibitors 
scheduled are: American Cancer 
Society, American Nurses’ Asso- 
ciation, American Dietetic Asso- 
ciation, American Association of 
Medical Social Workers, American 
Association of Nurse Anesthetists, 
National Health and Welfare Re- 
tirement Association and Ameri- 
can College of Hospital Adminis- 
trators. 

More exhibitors are National 
League of Nursing Education, 
American Physical Therapy As- 
sociation, National Mental Health 
Foundation, American College of 
Surgeons, Mississippi Commission 
on Hospital Care, National Tuber- 
culosis Association, U. S. Pharma- 
copoeial Convention and the 
American Association of Medical 
Record Librarians. 


Promotion 


Lynn C. Wimmer, a member of 
the Association’s public relations 
staff since March 1947, last month 
was appointed 
assistant direc- 
tor of public re- 
lations. He will 
assist C. J. Fo- 
ley, secretary 
of the Council 
on Public Rela- 
tions, in gener- 
al Association 
promotion. 

Since he 
joined the staff, Mr. Wimmer has 
worked on the two national stu- 
dent nurse recruitment programs 
Sponsored by the Association. He 
edited the “Public Relations Guide 
for Hospitals and Schools of Nurs- 
Ing,” and the supplement series of 
recruitment kits, prepared for the 
1948 hospital careers campaign. 

Mr. Wimmer came to the As- 
sociation from the public relations 
division of the Veterans Adminis- 
tration Branch 7 office in Chicago, 
where he had been since his dis- 
charge from the Army. He is a 
graduate of Northwestern Univer- 
Sity’s Medill School of Journalism. 
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Hospital Legislation 


Congressional action directly af- 
fected the veterans’ hospital pro- 
gram last month. The national 
legislators decided where three 
hospitals would be located. Two 
already are built—the Army sur- 
plus institutions at Camp White, 
Ore., and Clinton, Iowa. The third 
case was House approval, after a 
year of arguments, of the A. M. 
Nevius tract at Arlington, Va., for 
a 750-bed general hospital in the 
Washington, D.C., area. The Senate 
concurred. 

Construction: Contracts total- 
ing about $24,537,000 were let re- 
cently for construction of three 
general hospitals. The largest is 
the 910-bed project at Newark, 
N.J., for which two contracts to- 
taled $14,629,048. 

Five contracts totaled $5,158- 
233 for the proposed 208-bed proj- 
ect at Erie, Pa. The 200-bed hos- 
pital at Marlin, Texas, will cost 
about $4,750,000. 

Construction has started on four 
other general medical and surgi- 
cal hospitals. These are a 300-bed 
hospital at Wilmington, Del., and 
200-bed projects at Beckley, W. 
Va.; Clarksburg, W. Va., and Sag- 
inaw, Mich. Work also was start- 
ed on a 150-bed addition at Port- 
land, Ore. 


Abuse Investigations 


Quick administration action 
against abuses of mental patients 
has resulted because of a dining 
hall incident at the 2,000-bed Fort 
Custer, Mich., neuropsychiatric 
hospital. The manager of the hos- 
pital, Dr. Roger P. Hentz, has 
been relieved and 11 attendants 
have been suspended pending pos- 
sible federal charges. 

When it was learned that a pa- 
tient allegedly had been mistreat- 
ed in one of the hospital’s dining 
halls last February, the Colum- 
bus, Ohio, branch office sent an 
investigating team to Fort Custer. 
It immediately suspended the 11 
attendants, 10 of whom have 
since resigned. 

The government investigators 
heard more allegations of mis- 
handling of patients. Their origi- 
nal mission of checking on one case 
developed into a full-scale investi- 
gation of the hospital. 

The Veterans of Foreign Wars, 
which had launched an investiga- 


tion of its own, halted its inquiry 
when it was shown that the ad- 
ministration team was doing a 
thorough job. Before withdrawing, 
the V.F.W. requested the replace- 
ment of the manager. 

In May, Dr. Hentz was relieved 
and transferred to the Columbus 
office. His successor is Dr. Ed- 
ward S. Post, former section chief 
for neuropsychiatry in the Chi- 
cago branch office. 

The fact that 10 of the 11 at- 
tendants have resigned does not 
protect them from possible fed- 
eral charges. After the investigat- 
ing committee’s report has been 
studied and reviewed, government 
authorities will decide whether to 
refer the matter to the United 
States attorney. 


Domiciliary Program 


In an attempt to cut the num- 
ber of patients in domiciliary 
homes, the Veterans Administra- 
tion is beginning an intensive em- 
ployment and training program 
to help them become self-sup- 
porting. 

The administration believes that 
many of its 14,750 domiciliary pa- 
tients will leave the homes if they 
can acquire enough ability and 
confidence to support themselves. 

Under the employment phase 
of the program, patients will be 
encourzged to work in the homes 
themselves, taking certain jobs 
exempted from competitive civil 
service regulations. These are 
jobs such as domiciliary attend- 
ants, readers to the blind, com- 
pany commanders and clerks. 

In trying to place its patients, 
the administration will consider 
background, ability, interests and 
state of health. 

The training phase will be pre- 
pared by each domiciliary home, 
using existing facilities. Veterans 
will not receive pay for service 
while training. After completing 
courses, they will be eligible for 
salaried positions in the homes. 

When a veteran is rehabilitated 
and ready for discharge, he will 
be considered for a fulltime job 
in the home. If there are no open- 
ings, the home manager will help 
him find employment in other vet- 
erans’ institutions, other govern- 
ment agencies or in private in- 
dustry. 
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Accounting 


An Institute on Basic Account- 
ing and Business Office Pro- 
cedures will be conducted by the 
Association, July 26-30 at Chi- 
cago. The sessions will help hospi- 
tal accounting employees, admin- 
istrators and others with limited 
accounting training or experience. 

The program will include daily 
lectures and discussions on basic 
accounting theory. Students will 
have an opportunity to present 
questions. 

Administrators, accountants, 
bookkeepers and other persons em- 
ployed in the hospital’s account- 
ing and business offices are eli- 
gible to attend the institute. In 
addition, applicants either must 
be personal members of the As- 
sociation or employees of mem- 
ber hospitals. 

Requests for information or ap- 
plications and the $25 registration 
fee should be addressed to the 
accounting specialist, American 
Hospital Association, 18 E. Divi- 
sion Street, Chicago 10. 


lowa Graduates 


Four students completed their 
training at the University of Iowa 
Hospitals last month. They are 
Orville Bakko, Howard Cook, Rob- 
ert Riggs and Wade Johnson. Mr. 
Johnson, who had a year of pre- 


YALE UNIVERSITY: (Left, front row) Nelson F. Evans, Dr. Hilda H. Kroeger, Dr. Albert W. 
Snoke, Henry B. Kidder, Dr. Joseph G. Gerber; (left, rear) Edmund R. Mattos, Ernest M. 
Sable, George W. Brooks, Dr. Clement C. Clay, Edgar L. Geibel. Dr. Snoke is professor 
and Dr. Clay is the director of the course in hospital administration at Yale University. 


academic hospital experience at 
Iowa, will enter Northwestern Uni- 
versity for formal training. The 
other three will enter the hospital 
field. 

The course in hospital adminis- 
tration offered at the University 
of Iowa, Iowa City, differs from 
other university courses. Students 
are offered administrative resi- 
dencies, with the work leading 
toward a degree of master or doc- 
tor in the ‘‘science of hospital ad- 
ministration.’’ The course opened 
February 1, 1947. 

Students enter as interns. They 
may be graduates of the academic 


FOUR STUDENTS completed their hospital administration studies at the University of lowa 
this year. They are (left) Howard F. Cook, Wade C. Johnson, Robert E. Riggs and Orville 
Bakko. At the desk is Gerhard Hartman, Ph.D., the preceptor. Mr. Hartman is the super- 
intendent of the University of lowa Hospitals and a professor in hospital administration. 
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portions of other college courses 
or may have demonstrated unu- 
sual achievement in hospital work. 


Administrators’ Institute 


Current hospital administrative 
problems were discussed at the 
Second Southwestern Institute for 
Hospital Administrators, May 10- 
15, at Baylor University, Dallas. 
The institute was conducted by 
the American College of Hospital 
Administrators in cooperation 
with the Texas Hospital Associa- 
tion and the Dallas Hospital Coun- 
cil. 

Among faculty members were 
W. R. White, president of Baylor 
University; Ray Brown, superin- 
tendent of the University of Chi- 
cago Clinics and George S. Buis, 
assistant executive secretary of 
the college. Lawrence Payne, ad- 
ministrator of Baylor University 
Hospital, was a member of the 
faculty and chairman of the insti- 
tute committee. 


Administrative Interns 


Last month students enrolled in 
seven university courses in hospital 
administration completed the ac- 
ademic portion of their work and 
entered administrative internships. 
For the second consecutive year a 
list of those interns is published in 
HOSPITALS. 

The year of hospital internship 
under guidance of an approved 
preceptor generally is required for 
students working toward a degree 
from the seven schools. Univers!- 
ties are: University of Chicago; 
Columbia University, New York 
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City; University of Minnesota, 
Minneapolis; Northwestern Uni- 
versity, Chicago; University of 
Toronto; Washington University, 
St. Louis; Yale University, New 
Haven, Conn. 

Two other schools offer approved 
courses in hospital administration. 
They are Johns Hopkins Univer- 
sity, Baltimore, and the Univer- 
sity of Iowa, Iowa City. (Details 
about this year’s graduates at Iowa 
appear elsewhere in this section.) 

Unless otherwise indicated, stu- 
dents on the following list are 
working for the degree of master 
in hospital administration. Stu- 
dents, preceptors and hospitals are: 
Chicago 


BowpeEN, Dr. JoHN N., to U. S. Pub- 
lic Health Service after a leave of 


AMONG members of the faculty and the lo- 
cal committee for the Dallas Institute, May 
10-15, were (left) Lawrence Payne, Dr. Her- 
man Smith, H. M. Daniels, and Tol Terre!l. 


absence for study. 

BrIcHT, Sister M., returning to Sister 
M. Domitilla, superintendent of St. 
Mary’s Hospital, Rochester, Minn. 

CARDWELL, Rosson L., to a teaching 
position and work toward a Ph.D. de- 
gree in economics. 

Esson, Wiuiam B., to Frank J. 
Walter, administrator of Good Samari- 
tan Hospital, Portland, Ore. 

Fourqurean, THOMAS W., to. Br: 
Claude W. Munger, director of St. 
Luke’s Hospital, New York City. 

Got), WintaM L., to J. Milo Ander- 
son, superintendent of Methodist Hos- 
pital, Gary, Ind. 

‘iON, ALEXANDER, to Dr. Anthony 
ourke, superintendent of Stan- 
niversity Hospitals, San Fran- 


Nes, Harris B., to Graham L. 
. director of the hospital divi- 


a Foundation, Battle 
\lich. 


UNIVERSITY OF TORONTO: (Left, rear) Dr. B. G. Rothman; Dr. G. W. Peacock, W. J. 
Birch, H. R. Cathcart. Staff members are (left, front), W. B. S. Trimble, fellow; Dr. G. Harvey 


Agnew, professor, and Dr. L. O. Bradley, associate professor of hospital administration. 


Morcan, DorotHy M., to Nellie Gor- 
gas, director of St. Barnabas Hospital, 
Minneapolis. 

NaPTon, WILLIAM B., to Dr. G. Otis 
Whitecotton, medical director of Ala- 
meda County Hospitals, Oakland, 
Calif. 

SPILLE, HENRIETTA A., returning to 
Winifred Culbertson, R.N., superin- 
tendent of Children’s Convalescent 
Home, Cincinnati. 

Columbia 

Cuanc, Dr. Hsi-Mrine, to Dr. K. F. 
Yao, superintendent of Nanking 
(China) Central Hospital. 

DeLuca, ANTHONY J., to Dr. David 
Littauer, Methodist Hospital, Kansas 
City. 

Dsu, SzETu, to B. O. Lyle, superin- 
tendent of Northern Nebraska Method- 
ist Hospital, Omaha. 

Esposito, ANTHONY 'W., to Dr. David 
H. Ross, executive director of Jewish 
Hospital, Cincinnati. 

GALLOWAY, JOHN M., to Robert Hud- 
gens, director of Lynchburg (Va.) Gen- 
eral Hospital. 

Gituis, HerBert G., to Dr. Kenneth A. 
Babcock, director of Grace Hospital, 
Detroit. 

JENKINS, JAMES E., to Dr. Joseph R. 
Clemmons, medical director of Roose- 
velt Hospital, New York City. 

Kirk, Dr. CARMAN J., to Dr. Claude 


*“W. Munger, director of St. Luke’s 


Hospital, New York City. 

Kozma, Witit1am A., to George L. 
Davis, executive director of Nassau 
Hospital, Mineola, N.Y. 

LINDEMANN, BoHN C., to John H. 
Hayes, director of Lenox Hill Hospital. 
New York City. 

Lonc, THuRSTON W., to Dr. Robin C. 
Buerki, vce president in charge of 
medical affairs of the University of 
Pennsylvania, Philadelphia. 

McLavuGHLIN, JAMES F., to R. Arthur 
Carvolth, superintendent of Caledonian 
Hospital, Brooklyn. 

MESSNER, SHERWOOD A., to L. G. Pay- 
son, acting director of New York 
(N.Y.) Hospital. 

Moss, GILBERT, to Dr. Nathaniel W. 
Faxon, director of Massachusetts Gen- 
eral Hospital, Boston. 

MUuSsSELLS, Dr. F.. LiLoypb, to Dr. Basil 
G. MacLeen, director of Strong Me- 
morial Hospital, Rochester, N. Y. 

NEUMANN, Dr. ELLSworTH T., to Dr. 
Joseph R. Clemmons, medical director 
of Roosevelt Hospital, New York City. 

Outva, Dr. Luis G., to Dr. L .G. 
Ramirez, director of San Patricio 
Hospital, San Juan, P.R. 

PaTTERSON; Mary E., to Graham L. 
Davis, director of the hospital division 
W. K. Kellogg Foundation, Battle 
Creek, Mich. 


UNIVERSITY OF CHICAGO: (Seated, left) Henrietta Spille, Sister Mary Brigh, Dorothy 
Morgan; (standing, left) William B. Napton, Thomas W. Fourqurean, Dr. John N. Bowden, 
W. Lawrence Gold, Alexander Harmon, William B. Esson, Rosson L. Cardwell, Harris B. Jones. 
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UNIVERSITY OF MINNESOTA: (Front row, left) Telmer O. Peterson; Aileen Foley; James W. 
Stephan, associate professor of hospital administration; James A. Hamilton, course direc- 
tor; Ray M. Alberg, superintendent, University Hospital; Richard L. Kozelka, dean of 
the School of Business Administration; (second row, left) Herbert A. Anderson, Frederick 
S. Burd, Donald Freeman, David Olsson, Theodor Jacobsen, Kenneth Wolz, Russell Williams, 
Leroy McKenney; (third row, left) Stephen B. Fuller, Bruce Root, William Weeks, William 
Schueller, Jerome Bieter, George Stone, Earl Dresser, Rodney Hemsworth, Robert Griffiths. 


PeTrigE, Francis M., to Dr. A. P. 
Merrill, superintendent of St. Barna- 
bas Hospital, New York City. 

STEPHENSON, Roy C., to Dr. E. 
Dwight Barnett, director of Harper 
Hospital, Detroit. 

Van Horn, ALFRED, to Edgar C. Hay- 
how, Ph.D., director of East Orange 
(N.J.) General Hospital. 

WALLACE, ROBERT E., to D. A. Endres. 
superintendent of Youngstown (Ohio) 
Association Hospital. 

Woops, WittiAM, to Dr. Basil C. Mac- 
Lean, director of Strong Memorial 
Hospital, Rochester, N.Y. 

Minnesota 

‘ANDERSON, HERBERT A., to Dr. A. C. 
Kerlikowske, director of University of 
Michigan Hospital, Ann Arbor. 

BIETER, JEROME, to Oliver G. Pratt. 
executive director of Rhode Island 
General Hospital, Providence. 

Burp, FREDERICK S., to Graham L. 
Davis. director of the hospital division, 
W. K. Kellogg Foundation, Battle 
Creek, Mich. 

DRESSER, Eart G., to Victor M. Ander- 
son, administrator of Abbott Hospital 
Minneapolis. 

Fotey, AILEEN E., to Dr. Edwin L. 
Crosby, director of Johns Hopkins Hos- 
pital, Baltimore. 

FREEMAN, DONALD. to Ray M. Am- 
berg, superintendent of the University 
of Minnesota Hospitals, Minneapolis. 

FULLER, STEPHEN B., to Ritz E. Heer- 
man, superintendent of California Hos- 
pital, Los Angeles. 

GRIFFITHS, Rogert E., to Joseph G 
Norby, administrator of Columbia 
Hospital, Milwaukee. 

HEMSWoRTH, RopNEY, to Dr. George 
O’Hanlon, medical director of New 
Jersey Medical Center Hospital, Jer- 
sey City. 

JACOBSEN, THEODOR L., to Raymond K. 
Swanson, superintendent of Swedish 
Hospital, Minneapolis. 

McKENNEY, Leroy N., to Paul J. 
Spencer, director of Lowell (Mass.) 
General Hospital. 

Otsson, Davi E., to William P. 
Butler, manager of San Jose (Calif.) 
Hospital. 

PETERSON, TELMER O., to Dr. William 
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B. Seymour, director of University 
Hospitals, Cleveland. 

Root, Bruce, to Roy Watson, general 
manager of Kahler Hospital, Roch- 
ester, Minn. 

SCHUELLER, WILLIAM F., to Lawrence 
Payne, administrator of Baylor Uni- 
versity Hospital, Dallas, Texas. 

SToNE, GeorcE H., to Dr. Alfred K. 
Haywood, superintendent of Vancouver 
(B.C.) General Hospital. 

WEEKS, WiLL1AM, to Dr. Wilton L. 
Halverson, director of the California 
State Department of Health, San 
Francisco. 

WituiaMs, RuvussELt, to Orville N. 
Booth, superintendent of St. Francis 
Hospital, San Francisco. 

Woz, KENNETH E., to Dr. Peter D. 
Ward, medical superintendent of 
Charles T, Miller Hospital, St. Paul. 
Northwestern 

Bacu, Harry C., to Arthur J. Sulli- 
van, executive director of Springfield 
(Ohio) City Hospital (bachelor’s de- 
gree). 


BENNETT, H. ERNEST, to Richard J, 
Hocking, administrator of Mem»orial 
Hospital, South Bend, Ind. 

CHAMBLISS, CLEVELAND R., to Chirles 
E. Burbridge, superintendent of F:ed- 
men’s Hospital, Washington, D. ©. 

DAMIANI, EILEEN to Leo M. 
Lyons, director of St. Luke’s Hospital, 
Chicago (bachelor’s degree). 

Dickens, ANTHONY S., to R. O. 
Daughety, superintendent of Hermann 
Hospital, Houston. 

Fay, Rosert V., to Oliver H. Bartine. 
superintendent of Bridgeport (Conn.) 
Hospital. 

Garcia, BLanca B., R.N., to Graham 
L. Davis, director of the hospital divi- 
sion, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Garcia, Dr. Pepro A., to Graham L. 
Davis, director of the hospital division, 
W. K. Kellogg Foundation, Battle 
Creek, Mich. 

GERSONDE, JAMES R., to Dr. E. 
Dwight Barnett, director of Harper 
Hospital, Detroit. 

GILL, STERLING E., to Charles E. 
Burbridge, superintendent of Freed- 
men’s Hospital, Washington, D. C. 

Guzik, ANTHONY C., to E. E. Glover, 
superintendent of Samaritan Hospital, 
Troy, N.Y. 

Harrison, ALicE E., to Edna Nelson. 
administrator of Women and Chil- 
dren’s Hospital, Chicago. 

HEINZE, Cart T., to Gerhard Hart- 
man, superintendent of the State Uni- 
versity of Iowa Hospitals, Iowa City. 

HENRY, ALFRED E., to J. B. Howe 
Martin, administrator of Indiana Uni- 
versity Medical Center, Indianapolis. 

HENRY, JOSEPH M., to Dr. Paul A. 
Lembcke, associate director of the 
Council of Rochester (N.Y.) Regional 
Hospitals, Inc. . 

HENWwoop, RoserT E., to Arthur J. 
Will, superintendent of charities. 
County of Los Angeles, Calif. (bach- 
elor’s degree). 

Hew, JosepH S., to Dr. Paul A. 
Lembcke, associate director of the 
Council of Rochester (N.Y.) Regional 
Hospitals, Inc. (bachelor’s degree). 

House, Roy C., to Robert E. Neff, 
superintendent of Methodist Hospital 
Indianapolis, Ind. 


NORTHWESTERN UNIVERSITY: (Front row, left) Josue Pagan-Carlo, Eileen G. Damiani, Jon 
E. Paplow, Blanca B. Garcia, Dr. Pedro A. Garcia, Alfrieda Z. Cockrell, Alice E. Harrison, 
Norman L. Thompson; (row 2, left) Charles A. Turner Jr., Anthony C. Guzik, Carl T. Heinze, 
Joseph M. Henry, Carl D. Rinker, Cleveland W. Chambliss, W. Obed Poling, H. E. Bennett, 
Alfred Henry, Joseph S. Hew, Harry C. Bach, John W. Edler; (row 3, left) J. B. Schroeder, 
Kenneth L. Winters, Sterling E. Gill, Robert V. Fay, John W. Shy, Stephens A. Lott, Robert 
E. Henwood, Herbert R. Rodde, Roy C. House, Anthony S. Dickens, James R. Gersonde. 


HOSPITALS 








Lott, STEPHENS A., to Graham L. 
Davis, director of the hospital divi- 
sion, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

McALEXANDER, WiLuiAM A., to S. A. 
Ruskjer, deputy director of health, in 
charge of hospitals, Louisville, Ky. 
‘ (bachelor’s degree). 

PaGAN-CaRLO, Josue, to Dr. Lewis E. 
Jarrett, director of Touro Infirmary. 
New Orleans. 

PapLow, JOHN E., to Alfred E. Maf- 
fly, administrator of Herrick Memori- 
al Hospital, Berkeley, Calif. 

Potinc, W. Osep, to J. Stanley Turk, 
superintendent of Ohio Valley General 
Hospital, Wheeling, W. Va. 

RINKER, Cart D., to Leo M, Lyons. 
director of St. Luke’s Hospital, Chi- 
cago (bachelor‘s degree). 

Roppe, HERBERT R., to James McNee, 
superintendent of St. Luke’s Hospital, 
Duluth (bachelor’s degree). 

SHy, JOHN W., to Clarence E. Won- 
nacott, administrator of Dr. W. H. 
Groves Latter-Day Saints Hospital, 
Salt Lake City. 

THOMPSON, NoRMAN L., to Ralph 
Littlestone, personnel officer for the 
department of Mental Hygiene, State 
of California, San Francisco. 

TURNER, CHARLES A., JR., to Miriam 
Curtis, superintendent of Syracuse 
(N.Y.) Memorial Hospital (bachelor’s 
degree). 

WENcIL, Rospert W., to Merton L. 
Knisely, administrator of St. Luke’s 
Hospital, Milwaukee. 

WINTERS, KENNETH L., to William S. 
Brines, director of Malden (Mass.) 
Hospital. 


Toronto 


BircH, WALTER J., to W. E. Leonard. 
superintendent of Toronto (Ont.) East 
General and Orthopedic Hospital. 

CaTHcaRT, HarRotp R., to Graham L. 
Davis, director of the hospital division, 


W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Peacock, Dr. GrorcE W., to R. Fraser 
Armstrong, superintendent of Kingston 
(Ont.) General Hospital. 


RoTHMAN, Dr. BENJAMIN G., to Dr. 


WASHINGTON UNIVERSITY: (Front, left) Frederic Veeder, Kathryn Custis, Dr. F. R. Bradley, 
G. F. Stephens; (second row, left) Donald Bilhorn, William Claypool, George Lawver, Edwin 
Ross; (third row, left) Jack Shrode, Col. Allan Craig,.Edwin King, Harry Panhorst, John 
Richardson, Elwood Opstad. Mr. Veeder is assistant, Dr. Bradley is the director and Mr. 
Stephens associate director of the Washington University hospital administration class. 


James P. Dixon, medical director of 
Denver (Colo.) General Hospital. 
Washington 

BrtHorn, DonaLp C., to R. O. Daugh- 
ety, superintendent of Hermann Hospi- 
tal, Houston, Texas. 

CLaypooL, WILLIAM E., to Louis B. 
Blair, superintendent of University 
Hospital of the Ohio State University, 
Columbus. 

Craic, ALLAN A. (colonel, U.S.M.C.), 
to Col. Paul H. Streit, commanding 
officer of Brooke General Hospital, 
Fort San Antonio, Texas. 

Kinc, Epwin L., to Arden E. Hard- 
grove, superintendent of Norton Memo- 
rial Infirmary, Louisville, Ky. 

Lawver, GEoRGE T., to Dr. Curtis H. 
Lohr, superintendent of St. Louis 
County Hospital, Clayton, Mo. 

OpstaD, Etwoop A., to Gerhard Hart- 
man, Ph.D., superintendent of the 
State University of Iowa Hospitals 
Iowa City. : 

ReuscH, AuprREY E., to H. J. Mohler 
president of Missouri Pacific Hospital 
Association, St. Louis. 


COLUMBIA UNIVERSITY: (Front row, left) Dr. John Gorrell, Mary E. Patterson, Dr. Luis 6. 
Oliva, Bohn C. Lindemann, Dr. Vendela E. Olson, Dr. Hsi-Ming Chang, Alfred VanHorn Ill, 
James E. Jenkins, James F. McLaughlin; (row 2, left) Herbert G. Gillis, Anthony J. DeLuca, 
Szetu Dju, Anthony W. Esposito, Dr. Albert R. Dreisbach, Roy C. Stephenson, Sherwood A. 
Messner, Dr. Bertram F. Marks, Robert E. Wallace, Thurston H. Long, John M. Galloway; 
(rear, left) Dr. Carman J. Kirk, Francis M. Petrie, William Woods, Dr. Ellsworth T. Neu- 
mann, Dr. F. Lloyd Mussells, William A. Kozma, Gilbert Moss. Dr. Gorrell is associate 
Profes:or of hospital administration at the Columbia University School of Public Health. 
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RICHARDSON, JOHN B., to Hal G. 
Perrin, superintendent of Bishop 
Clarkson Memorial Hospital, Omaha. 

Ross, Epwin F., to R. G. Bodwell, 
director of Huron Road Hospital, East 
Cleveland, Ohio. 

SHRODE, JacK W., to B. Tol Terrell, 
administrator of Harris Memorial Hos- 
pital, Fort Worth, Texas. 

Yale 

Brooks, GEorGE W., to Richard T. 
Viguers, administrator of Joseph H. 
Pratt Diagnostic Hospital, Boston 
(master of public health degree). 

Evans, Netson F., to Dr. Edwin L. 
Harmon, director of Grasslands Hos- 
pital, Valhalla, N.Y. (master of public 
health degree). 

GEIBEL, Epcar L., to Lawrence J. 
Bradley, director of Genesee Hospital 
Rochester, N.Y. (master of public 
health degree). 

GERBER, Dr. JOSEPH H., to a position 
as assistant director to Dr. Norbert A. 
Wilhelm, director of Peter Bent Brig- 
ham Hospital, Boston (to have received 
doctor of health degree in June). 

Kipper, Henry B., to Richard T. 
Viguers, administrator of Joseph H. 
Pratt Diagnostic Hospital, Boston 
(master of science degree). 

Kroecer, Dr. Hiwpa H., to Dr. Albert 
W. Snoke, director of Grace-New 
Haven (Conn.) Community Hospital 
(master of public health degree). 

Mattos, EpMuNpD R., to Dr. Nathaniel 
W. Faxon, director of Massachusetts 
General Hospital, Boston (master of 
public health degree). 

SABLE, ERNEsT M., to Dr. Charles F. 
Wilinsky, director of Beth Israel Hos- 
pital, Boston (master of public health 
degree). 


To Council Board 


The Association will have two 
representatives on the board of 
directors of the National Health 
Council. George Bugbee, Associa- 
tion executive director, has been 
elected to a three-year term and 
Dr. Charles F. Wilinsky, executive 
director of Beth Israel Hospital, 
Boston, to a one-year term. 
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More than 1,500 persons at- 
tended the first meeting of the 
Upper Midwest Hospital Associ- 
ation, newest regional organiza- 
tion. Included as members are 
the state associations of Iowa, 
Minnesota, Montana, North Da- 
kota and South Dakota, and the 
Province of Manitoba. 

Upper Midwest officers, elected 
during the St. Louis convention of 
the American Hospital Associa- 
tion last year, are: President, 
Nellie Gorgas, director of St. Bar- 
nabas Hospital, Minneapolis; vice 
president, Donald Cox, manager 
of Municipal Hospitals, Winnipeg; 
secretary-treasurer, Glen Taylor, 
business manager of the students’ 
health service, University of Min- 
nesota, Minneapolis. 

Minnesota: At a June 2 busi- 
ness meeting, Sister Anna Berge- 
land, superintendent of Deaconess 
Hospital, Minneapolis, was _in- 
stalled as president of the Min- 
nesota Hospital Association. Of- 
ficers elected include: 

President-elect, John M. Alexon, 
director of Municipal Hospital, 
Virginia; first vice president, R. K. 
Swanson, superintendent of Swed- 





First Upper Midwest Meeting 


ish Hospital, Minneapolis; second 
vice president, Helen Eyk, super- 
intendent of Montevideo Hospital; 
secretary (re-elected), Mr. Taylor; 


‘ treasurer (re-elected), R. K. Fox, 


officer manager of St. Luke’s Hos- 
pital, Duluth. 

Mr. Fox was named delegate 
and Mr. Swanson alternate to the 
American Hospital Association. 


Catholic Association 


More than 3,000 persons attend 
ed-the thirty-third annual conven- 
tion of the Catholic Hospital As- 
sociation, June 5-10 at Cleveland. 
General meetings, conducted June 
7-10, brought discussions on Chris- 
tian approach to community health 
services, religious influences in 
patient care and religious in- 
fluences in professional services. 

Two preconvention conferences 
were part of the program. On 
June 5-6, the fifth conference on 
medical records was in session. 
The thirteenth institute on nursing 
education, a conference of Catho- 
lic schools of nursing, was con- 
ducted June 6. 

The Rev. George L. Smith, di- 
rector of hospitals for the Arch- 
































AT THE National Hospital Day celebration of the Greater New York Hospital Association, 
Murray Sargent (left), retiring president, received a citation from new president Louis 
Schenkweiler. Looking on was Rev. J. J. Curry, the president-elect. (Paul Parker photo) 
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diocese of Charleston, Aiken, S.v., 
was installed as president of the 
association. Officers elected in- 
clude: President-elect, The Rev. 
John W. Barrett, archdiocesan 
director of hospitals, Chicago; 
first vice president, The Rt. Rev. 
J. R. Mulroy, diocesan director 
of hospitals, Denver; second vice 
president, The Very Rev. John 
Brunini, diocesan director of hos- 
pitals, Natchez, Miss.; ‘secretary 
(re-elected) Sister Helen Jarrell, 
Chicago. M. R. Kneifl, St. Louis, 
is executive secretary of the Cath- 
olic association. 


Washington State 


Walter A. Heath, director of Ta- 
coma General Hospital, was in- 
stalled as president of the Wash- 
ington State Hospital Association 
during the annual meeting, May 
21-22 at Tacoma. 

Officers elected were: Presi- 
dent-elect, Dr. K. H. Van Norman, 
director of Doctors Hospital, Seat- 
tle; first vice president, Sister 
Providence, R.N., superior of 
Providence Hospital, Seattle; sec- 
ond vice president, Mrs. Bergit 
Gundersen, R.N., administrator of 
St. Luke’s General Hospital, Bell- 
ingham; third vice _ president, 
Chester Finkbeiner, administra- 
tor of Central Washington Deacon- 
ess Hospital, Wenatchee; secre- 
tary-treasurer, Raymond F. Far- 
well Jr., business manager of Vir- 
ginia Mason Hospital, Seattle; ex- 
ecutive secretary, Mrs. Nina Mae 
Garner of Tacoma General Hos- 
pital. 


Carolinas—Virginias 


‘Expansion and Health’? was 
the main topic of discussion at 
the eighteenth annual meeting of 
the Carolinas-Virginias Hospital 
Conference, April 15-16, at Roan- 
oke, Va. E. T. McKeithan, admin- 
istrator of Moore County Hcspital, 
Pinehurst, N.C., was installed as 
president of the conference. 

Other new officers are: Presi- 
dent-elect, Wilson W. Lowrance, 
superintendent of Tuomey Hosp!- 
tal, Sumter, S.C.; treasurer (re- 
elected), Sample B. Forbus, di- 
rector of Watts Hospital, Durham, 
NC, 

Officers for three of the state 
associations holding members!11p 
in the conference were elected at 
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business meetings conducted dur- 
ing the conference. 

States aind officers are: 

Virginia: President, W. P. Earn- 
gey Jr., administrator of Norfolk 
General Hospital; vice president, 
Robert S. Hudgens, administrator 
of Lynchburg General Hospital; 
secretary, H. W. Popper, admin- 
istrator of Roanoke Hospital; 
treasurer, R. H. Thomas, manag- 
ing director of Grace Hospital, 
Richmond. 

West Virginia: President, 
James L. Foster, superintendent 
of Bluefield Sanitarium; presi- 
dent-elect, J. T. Lindberg, admin- 
istrator of Fairmont General Hos- 
pital; vice president, P. J. Meh- 
linger, superintendent of Monon- 
galia General Hospital, Morgan- 
town; secretary - treasurer (re- 
elected), J. Stanley Turk, super- 
intendent of Ohio Valley General 
Hospital, Wheeling. 

T. H. Mason, administrator of 
Oak Hill Hospital was named dele- 
gate to the American Hospital As- 
sociation and Paul D. Bibb, ad- 
ministratior of Dunn Hospital, 
South Charleston, alternate. 

South Carolina: President, 
James M. Daniel, administrator 
of Columbia Hospital; president- 
elect, Wilson W. Lowrance, ad- 
ministrator of Tuomey Hospital, 
Sumter; first vice president, T. B. 
Stevenson, administrator of Col- 
leton County Hospital , Walter- 
boro; second vice president, James 
L. Rogers, administrator of Spar- 
tanburg General Hospital; third 
vice president, Rev. W. M. White- 
side, administrator of South Caro- 
lina Baptist Hospital, Columbia; 
secretary-treasurer (re-elected ), 
Allen D. Howland, executive di- 
rector of the South Carolina Hos- 
pital Service Plan, Greenville. 

Rev. George L. Smith, diocesan 
director of South Carolina hospi- 
tals, Aiken, was named delegate 
to the American Hospital Associa- 
tion. Jacque B. Norman, adminis- 
trator of Greenville General Hos- 
pital, is his alternate. 

A resolution was adopted ap- 
proving affiliation of the state as- 
sociation with the American Hos- 
pital Association. 

North Carolina: The North 
Carolina Hospital Association, a 
men»er of the Carolinas-Virginia 
Conference, elected officers at a 
Sepai:'te meeting, April 14, at Win- 
ston-":alem. E, T. McKeithan, ad- 
minis‘vator of Moore County Hos- 
pital, Pinehurst, was installed as 
presicient. 

i 
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Officers elected are: President- 
elect, Reid T. Holmes, super- 
intendent of Baptist Hospital, 
Winston-Salem; secretary-treasur- 
er (re-elected), Sample B. Forbus, 
director of Watts Hospital, Dur- 
ham. 

F. Ross Porter, assistant super- 
intendent of Duke Hospital, Dur- 
ham, was named delegate-to the 
American Hospital Association, 
and S. K. Hunt of the Asheville 
Hospital Association, alternate. 

A resolution asking that a full- 
time executive secretary be em- 
ployed and that a program of pub- 
licity be carried out to acquaint 
the public with the operation and 
problems of hospitals, was ap- 
proved. Another resolution provid- 


H. L. Dobbs, superintendent of 
Kentucky Baptist Hospital, Louis- 
ville, was named delegate to the 
American Hospital Association, 
and S. A. Ruskjer, administrator 
of Waverly Hills Tuberculosis San- 
atorium, alternate. 


Philadelphia Council 


New officers were elected at 
the second annual meeting of the 
Hospital Council of Philadelphia, 
May 12. Philadelphia General 
Hospital, operated by the city, 
was admitted to membership dur- 
ing the session. 

J. Hamilton Cheston, a trustee 
of Women’s Medical College and 
Hospital, was named. council 
chairman. Other officers are: 


A CERTIFICATE of commendation was presented to the Philadelphia General Hospital by the 
Hospital Council of Philadelphia. At the ceremonies were (left) Dr. Pascal F. Lucchesi, 
medical director of the hospital; Dr. Rufus S. Reeves, director of public health; Erwin 
A. Steubner, president of Lankenau Hospital; Mayor Bernard Samuel; J. Hamilton Chesney, 
chairman of the hospital council, and C. Rufus Rorem, Ph.D., council executive secretary. 


ed for personal membership in 
the North Carolina Hospital Asso- 
ciation. 


Kentucky 


New officers were elected by 
the Kentucky Hospital Association 
at a meeting, April 1-2, at Lex- 
ington. Rev. Thomas B. Ashley, 
superintendent of Methodist Hos- 
pital, Pikeville, took office as 
president at that time. 

Newly elected officers include: 
President-elect, J. D. Erksine, ad- 
ministrator of Ephraim McDow- 
ell Hospital, Danville; vice presi- 
dents, John B. Buschmeyer, ad- 
ministrator of Louisville General 
Hospital, and William Wyckoff, 
administrator of T. J. Samson 
Community Hospital, Glasgow; 
secretary, J. Ray Ingram, assist- 
ant director of Community Hos- 
pital Service, Louisville; treasu- 
rer, Arden E. Hardgrove, superin- 
tendent of Norton Memorial Hos- 
pital, Louisville. 


Vice chairman, T. Truxtun Hare, 
president of Bryn Mawr Hospital; 
Thomas M. Farr, president of 
Cooper Hospital, secretary; treas- 
urer, William L. Day, board mem- 
ber of the University of Pennsyl- 
vania Hospital. C. Rufus Rorem, 
Ph.D., is executive secretary for 
the council. 


Hawaii 


Vergil F. Bradfield, assistant 
administrator of Leahi Hospital, 
Honolulu, was installed as presi- 
dent of the Hospital Association of 
Hawaii recently. Officers elected 
were: 

President-elect, Carl I. Flath, 
administrator of Queen’s Hospital, 
Honolulu; first vice president, 
Uichi Kanayama, administrator of 
Kuakini Hospital, Honolulu; sec- 
ond vice president, Rose Littel, 
R.N., director of nurses at Puun- 
ene Hospital, Puunene, Maui; 
third vice president, Elizabeth 
Middleton, R.N., superintendent of 
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Wilcox Memorial Hospital, Lihue, 
Kauai; treasurer, Kent Longneck- 
er, business administrator of Ka- 
piolani Maternity and Gynecologi- 
cal Hospital, Honolulu, and execu- 
tive secretary, J. Harry Mattson, 
Leahi Hospital. 


Lutheran Association 


The Lutheran Hospital Associ- 
ation of America was organized 
May 2 at a Chicago meeting of 
administrators and chaplains rep- 
resenting 22 of the nation’s 87 
Lutheran hospitals. The new as- 
sociation adopted a constitution 
and by-laws as well as a state- 
ment of purpose. 

E. I. Erickson, superintendent 
of Augustana Hospital, Chicago, 
was named first president. Other 
officers elected include: Vice 
president, E. C. Moeller, superin- 
tendent of Lutheran Hospital, Fort 
Wayne, Ind.; secretary-treasurer, 
Dr. C. E. Krumbholz, executive 
secretary of the division of wel- 
fare of the National Lutheran 
Council. 


Oregon 


Celia P. Bast, superintendent of 
Holladay Park Hospital, Portland, 
was installed as president of the 
Oregon Hospital Association dur- 
ing the annual meeting, May 12- 
13, at Gearhart. 

Officers elected were: Presi- 
dent-elect, Frank J. Walter, super- 
intendent of Good Samaritan Hos- 
pital, Portland; vice president, 
John L. Sundberg, administrator 
of The Dalles General Hospital; 
secretary-treasurer (re-elected), 
W. A. Zimmerman, assistant ad- 
ministrator of the University of 
Oregon Medical School Hospitals 
and Clinics, Portland. 

C. W. Reynolds, administrator 
of Corvallis General Hospital, was 
named delegate to the American 
Hospital Association. The alter- 
nate delegate is Warner Hendrick- 
son, acting administrator of the 
Emanuel Hospital, Portland. 


Librarians’ Secretary 

Martha M. Bailer, R. N., has 
been appointed executive secre- 
tary of the American Association 
of Medical Record Librarians. She 
recently resigned a position as di- 
rector of the medical record de- 
partment at Children’s Hospital 
of Michigan, Detroit. 

Miss Bailer succeeds Mrs. Ada- 
line C. Hayden, who left in April 
to become associate editor of the 
American Medical Association’s 
Standard Nomenclature of Dis- 
ease and Operation. 
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Baltimore Plan 

Contracts for medical care of 
indigent patients were signed by 
the Baltimore City Health Depart- 
ment and Johns Hopkins and Uni- 
versity of Maryland hospitals last 
month. The hospitals, under a pre- 
viously approved plan, then began 
setting up special medical care 
clinics in conjunction with their 
outpatient departments. 

Each of the hospitals is to pro- 
vide local physicians to care for 
the city’s estimated 20,000 indi- 
gents. At first only persons on 
relief rolls will be eligible, but 
the program may be expanded to 
include the medically indigent. 

Eligible persons may select a 
physician from the hospital’s list 
of doctors. If the patient has no 
preference, the hospital may as- 
sign a physician. Each client will 
receive a physical examination, 
whether he is sick or well. Office 
and visiting services of the physi- 
cian will be available as needed. 
Participation of doctors is volun- 
tary. 

Doctors and clinics are to be 
paid on a per capita basis. Dental 
and pharmacy charges will be paid 
on a fee-for-service basis. Johns 
Hopkins Hospital received $50,000 
as half payment for the first year 
of operation for care of about 10,- 
000 persons. The University of 
Maryland Hospital received $20,- 
000 for care of about 4,000 pati- 
ents. The second half payments 
will be made after six months. The 
money is appropriated by the state 
but distributed by the city. 

Other hospitals may participate 
in the program later. The plan was 
devised through the Commission 
on Medical Care of the Maryland 
State Planning Commission. 


New Jersey Laws 

Last month the New Jersey 
legislature, by joint resolution, 
created a commission to survey 
conditions in voluntary charitable 
hospitals. The commission will 
recommend means by which over- 
crowding can be relieved and by 
which additional sources of reve- 
nue for operating costs can be ob- 
tained. 

The resolution called for a five- 
member commission, to be ap- 
pointed by the governor. It in- 
cludes a representative from the 
Department of Institutions and 








Agencies, Department of Economic 
Development, League of Munici- 
palities, the voluntary hospitals 
and the legislature. 

By press time, the commission 
had been organized and had met 
once. J. Harold Johnston, execu- 
tive director of the New Jersey 
Hospital Association, has been 
named hospitals’ representative. 

Other recent legislative actions, 
supported by the state hospital as- 
sociation, have resulted in adjusted 
payments to hospitals for care of 
indigent patients. One of these, 
still to be signed by the governor, 
affects counties. In this law, the 
former ceiling of $250,000 a year 
limit of appropriations for payment 


to hospitals for indigent care has - 


been raised to $350,000. 

The other amended laws affects 
cities. This legislation removes a 
$30,000 a year limitation for dis- 
tribution to voluntary hospitals 
for indigent care. The legislature 
also changed the word “city” to 
“municipality,” giving a broader 
definition. At present, any munici- 
pality can appropriate any sum for 
voluntary hospitals deemed ade- 
quate. This legislation is permissive 
and does not specifically authorize 
higher payments. 


Strike's End 


Nonprofessional workers of Cor- 
win Hospital, Pueblo, Colo., who 
struck for bargaining recognition 
in April, have disbanded their lo- 
cal union. It had been part of the 
Rocky Mountain Joint Council, a 
CIO affiliate which normally rep- 
resents retail and wholesale store 
clerks, The strike failed on its 
sixth day when top officials of the 
United Steel Workers, CIO failed 
to give it approval. 

These employees had _ based 


-their strike on an election con- 


ducted February 13 by the In- 
dustrial Commission of Colorado. 
They had voted by a 2 to 1 ma- 
jority to make the Rocky Moun- 
tain Joint Council their bargaining 
agent. 

At that time the hospital was 
owned by the Colorado Fuel and 
Iron Corporation. Four days later 
the company gave the hospital to 
the Sisters of Charity of Cincin- 
nati. The sisters refused to bar- 
gain on the grounds that they rep- 
resented a charitable organiza- 
tion. During this period, the state 
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_ WHERE BLAND DIETS ARE INDICATED 
SERVE QUAKER ENRICHED FARINA 


A delicious breakfast is an important factor in 
patient morale. In bland diets, the problem of mak- 
ing breakfast attractive is especially difficult. The 
cereal should contain no harsh roughage. It should 
offer a sufficient number of calories. It should 
provide vitamins and minerals. On all three counts, 
Quaker Farina is your helpful ally. It is free from 
irritating roughage, high in calories and enriched 
with Vitamin B1, Riboflavin, Niacin, Vitamin D, 
iron and calcium. 

Most important of all from the standpoint of 
patient morale, Quaker Farina has a delightful 
fragrance and a dainty texture that arouse languid 
appetites. 


.¥ Att 


6 Appetizing Ways to Serve N \i 
Quaker Farina lends itself to a variety Put new appetite appeal into your menus aN 
of combinations. Try using maple syrup, _ with delicious Quaker Farina. You will find 
honey, or brown sugar instead of plain it economical and easy to prepare. 
sugar. Or add color and appetite appeal 
with a teaspoon of bright red jelly. Patients 
are intrigued and pleased when the cream 
pitcher holds a surprise such as hot egg- 
nog or hot malted milk for use on Quaker 
Farina. Your own ingenuity will suggest 
many other combinations. 


Mil //; 








HOSPITAL 
FUND RAISING 
CAMPAIGNS 


COUNSEL AND DIRECTION 


No. 1170 Square Tube Margaret Hague Maternity Bed 
illustrated with Mount Sinai Adjustable Bottom, both sides 


sliding, and 3” casters. Size 3 ft. x 6 ft. 6 in. (inside). 

Can a be furnished with National Bottom. Finish: Hard LESLIE D. DELMEGE AND ASSOCIATES, INC. 

Beked Enamel. Color: White, any plain color or wood : 

grained finish. SIXTY EAST FORTY SECOND STREET 
NEW YORK 17, N. Y. 


FRANK A. HALL & SONS 


Member of Hospital Industries’ Association 





_ General Office Showrooms 
120 Saxter St., New York 13, N. Y. 200 Madison Ave., New York 16, N. Y. 
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industrial commission never certi- 
fied the union as a duly elected 
bargaining agent. 

On March 29 the union -again 
filed a petition for a recognition 
election. This was legally inter- 
preted to void whatever rights it 
may have had under the former 
petition. On this advice, the hos- 
pital filed a notion to dismiss the 
union petition. 

When the strike was called Ap- 
ril 16, the hospital, sure that the 
strike was in direct violation of 
the Taft-Hartley Act, still refused 
to negotiate. Its position was 
strengthened when the industrial 
commission. told the union repre- 
sentative that it would take no 
further action on the certification 
of the February 13 _ election. 
It based this decision on the prin- 
ciple that former employees on 
strike are no longer employees 
and therefore are not entitled to 
vote on questions which affect 
their employment. 

After a top official of the CIO 
met with hospital authorities and 
ali grievances were settled, it was 
understood that the international 
union in the future would follow 
a hands-off policy toward the hos- 
pital. This lack of support coupled 
with public resentment of the 
strike were factors which contrib- 
uted to the final union decision 
to disband. 


New Laboratory 


A specially designed and equip- 
ped laboratory building, construct- 
ed at a cost of $500,000, now is 
being operated by the Cedars of 
Lebanon Hospital, Los Angeles. 
This new building, called the 
Blanche May Memorial, was 
opened in April. Projects and 
studies already under way are 
concerned with the diseases which 
commonly affect the older age 
group. 

Dr. Harry Goldblatt, head of 
the research program, collabo- 
rated with the architects and 
builders to give the new building 
many unique features. 

Temperature and humidity can 
be controlled throughout the build- 
ing. There are some rooms which 
can be kept, for special purposes, 
either at unusually high tempera- 
tures or at freezing and below. 

The building is fireproof through- 
out. In rooms where inflammable 
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SMALL animals in the research laboratory of 
the Cedars of Lebanon Hospital are kept 
clean, warm and comfortable by a system of 
automatic temperature and humidity control. 


chemicals are kept, there is a 
special sprinkler system. It is 
capable of automatically extin- 
guishing any blaze which might ig- 
nite the woodwork or equipment. 

The laboratory tables on which 
fuming or otherwise dangerous 
chemicals are used have hoods 
which draw out gases or vapors, 
and protect workers from explo- 
sions and from the inhalation of 
poisonous gases. 

In the animal quarters, special 
sanitation facilities are included. 
An automatic flushing system en- 
ables the rapid and thorough 
cleansing of the cubicles for larger 
animals. There is an automatic, 





constant supply. of fresh drinking 
water. 

Arrangements exist for periodic 
sterilization of all cages. A bath 
is provided for the large animals, 
and those which have or are sus- 
pected of having contagious dis- 
eases or parasites, are isolated 
and treated until perfectly healthy 
and free of infection. 


Uniform Emergency Plan 


A new set of uniform national 
procedures for recruitment and 
employment of nurses and phy- 
sical therapists to care for in- 
fantile paralysis epidemic pati- 
ents has been released. As in 1947, 
the procedures were worked out 
and adopted by the American Red 
Cross and the National Founda- 
tion for Infantile Paralysis. 

Recruitment of both nurses and 
physical therapists by a local 
committee is suggested. The re- 
commended committee member- 
ship includes one or more hospital 
administrators; a health officer 
from the city, county or state; a 
representative from the county or 
district nurses’ association; a 
representative from both the foun- 
dation’s local and state chapters, 
and a representative from the 
county medical society. In recruit- 
ment of physical therapists, a rep- 
resentative from the American 
Physiotherapy Association is add- 
ed to the committee. 

Hospitals may get copies of the 
recommended procedures from 
the National Foundation for In- 
fantile Paralysis, 120 Broadway, 
New York 5. 





THE NEW Cedars of Lebanon research laboratory, opened in April, gives greatly needed 
research facilities to the West Coast. Diseases of old age now are under study. 
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Extension for Standards Deadline 


The original Hill-Burton Act had 
June 30 as a deadline for states 
to establish minimum standards 
of maintenance and operation in 
order to qualify for aid. Last 
month, however, Congress passed 
H.R. 6339, which removed the 
deadline on minimum standards 
laws. 

In Nevada, which lacked both 
enabling and licensing legislation, 
Gov. Vail Pittman had planned to 
call a special session of the state 
legislature. Passage of the federal 
law meant that the session proba- 
bly would not be called. 


Rhode Island, with a yearly al- 
lotment of $280,125, was expected 
to have its state plan approved 
before June 20. Hospital people 
in Delaware also were active, but 
the state attorney general does not 
think the state has authority to 
administer a plan. Delaware’s al- 
lotment was raised to $100,000 a 
year by Congress. It appeared last 
month that Wyoming, the only 
other state without a plan, was 
taking no steps to become eligible 
for Hill-Burton aid. This state’s 
allotment is $114,975. 


Arizona’s plan was approved late 
in May, with a $452,175 allotment. 
New York’s plan was in Washing- 
ton last month and it was expected 
to merit the surgeon general’s sig- 
nature. New York gets $2,943,825 
a year under Public Law 725. 


Approvals 


The number of approved project 
applications was well above 300 
by mid-June, and of these more 
than 40 were full approvals. Most 
full approvals have been pickups; 
projects which were under con- 
struction before federal money was 
made available. In these cases, gov- 
€rnment aid is given only for the 
unfinished portions of the projects. 

Most of the partially approved 
applications are for facilities not 
yet under construction. 


California Principles 


A statement of policy for de- 
velopment of necessary hospital 
facilitics within the state has been 
adopte’|) unanimously by the 
board of directors of the Califor- 
nia St:te Chamber of Commerce. 
The siatement was prepared aft- 
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er an investigation of methods of 
financing and planning for hospi- 
tal facilities. 

The investigating committee re- 
ported that nonprofit hospi- 
tals, supported by voluntary con- 
tributions, ‘offer the greatest 
promise of economical, efficient 
and humane service to the public. 
Extension of government into the 
field of caring for patients able 
to pay all or part of their hos- 
pital costs was called a dangerous 


move toward socialized medicine. 


The principles of voluntary hos- 
pitals as a means of meeting the 
current shortage rather than the 
extension of government-operated 
facilities were endorsed by the 
group. It recommended five prin- 
ciples for planning and finance: 


1. Expansion of hospital facil- 
ities, whenever possible, under 
private ownership and manage- 
ment and with cooperation from 
the state department of health. 
The need for hospital facilities 
in the state should be evaluated 
continually. 

2. Fund raising for construction 
and maintenance of voluntary non- 
profit hospitals should be conduct- 
ed through voluntary effort rather 
than through local taxation or fed- 
eral-state systems of grants-in- 
aid. If voluntary efforts fail, a 
proper system of governmental 
assistance as needed is advisable. 


3. Utilization of the hospital dis- 
trict law of California when vol- 


~—_— Se ee til 


HOSPITAL SEMINAR? 


A recommendation to conduct 
a hospital seminar for architects 
on the survey and construction 
act has been made by the Ar- 
kansas chapter of the American 
Institute of architects. In a reso- 
lution unan’mously approved, it 
said that it would cooperate 
with other states in plarining for 
such a seminar. 

The resolution further en- 
dorsed the Hill-Burton program 
and the U. S. Public Health 
Service for its operation in the 
field of design and construction. 
The chapter also pledged its co- 
operation with the state agency 
in administration of the Arkan- 
sas program. 











untary funds are not available, if 
and when the law is amended to 
assure the operation of such dis- 
trict hospitals under reasonable 
minimum standards. 

4. Careful study of utilization 
when expansion of hospital facil- 
ities is considered in order to pro- 
duce maximum use of existing 
and planned facilities consistent 
with a high standard of medical 
care. 

5. Strenuous effort by civic lead- 
ers of all state communities in 
support of voluntary hospitals. 
The high standards of medicine 
in the United States have develop- 
ed through private medical prac- 
tice and the voluntary hospi- 
tal system. The state Chamber of 
Commerce is opposed to any plan 
which might lead to socialized 
medicine. 


Division Appointments 


The Division of Hospital Facili- 
ties, which administers the Hill- 
Burton program for the U. S. Pub- 
lic Health Service, has added a 
sanitary engineer to its Office of 
Hospital Services staff in Wash- 
ington. He is M. C. Hope, formerly 
with the Public Health Service’s 
Sanitary Engineering Division. 
With that unit, Mr. Hope worked 
in land and air carrier sanitation 
activities. 

Mr. Hope previously did hospi- 
tal work for the Minnesota State 
Health Department. He _ later 
worked in the Kansas City district 
office of the Public Health Service 
for a year and a half. 

He is a graduate of the Univer- 
sity of Minnesota, where he re- 
ceived a master’s degree in public 
health engineering. In the Division 
of Hospital Facilities, Mr. Hope 
will work toward development of 
a sanitary engineering program in 
hospitals. 

Dr. James S. Miller, who served 
a year as dental consultant in the 
Division of Hospital Facilities, has 
been appointed assistant chief of 
the Dental Division. He will work 
with Dr. Bruce D. Forsyth, who 
recently became chief of the di- 
vision. 


Project Applications 


Following is a list of project con- 
struction applications approved by 
the U. S. Public Health Service 
under the Hill-Burton Act. The list 
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The Role of 


IODINE 


in Clinical Diagnoses 


e Diagnosis is the art or scien- 
tific process by which a disease 
is recognized. Success or failure 
in establishing a correct diag- 
nosis depends in large measure 
on the use of reliable, safe and 
efficient clinical and laboratory 
procedures. 

e Iodine compounds occupy a 
unique position as indispen- 
sable aids in providing X-ray 
evidence that is informative 
and most frequently complete. 
They supply the ideal contrast 
media for many diagnostic pro- 
cedures—including bronchog- 
raphy, cholecystography, py- 
elography and myelography. 
Without these compounds, an 
accurate diagnosis might be 
difficult or impossible to make. 
e Likewise in the fields of pre- 
vention and therapy, few medi- 
caments serve such useful and 
varied purposes as Iodine with 
its many compounds and de- 
rivatives. 


IODINE 
EDUCATIONAL 
BUREAU, Inc. 


120 BROADWAY, NEW YORK 5,N. Y. A 
e 





is divided by states and carries the 
following information in order: 
Name of institution, city, type of 
facility to be built, number of 
beds, type of ownership, estimated 
total cost and estimated federal 
share. This is a continuation of 
the list which appeared on page 
120 of Hosprrats for June. 


ARKANSAS 
State Mental Hospital, Benton; 
ward building; 400; public; $1,312,500; 
$50,000 (1948) and $387,500 (1949) (split 
project). 
Drew County Hospital, Monticello; gen- 
eral; 60; public; $445,704; $146,336. 
Hot Springs County Memorial, Malvern; 
general; 40; Pom naga $299,459; 570. 
Arkansas State Hospital, Little Rock; 
laundry building; public; $210,000; $10,000. 
CALIFORNIA 
Trinity County Hospital, Weaverville; 
general; 20; public; $311,000; $103,666. 
Hemet Valley Hospital; general; 10 (add. 
and alter.); public; $251,720; $83,906. 
CONNECTICUT 
Day Kimball Hospital, Putnam; 
a (add. and alter.); nonprofit; 


mental 


eneral; 
50,000; 


Windham Community Memorial Hospital, 
Willimantic; general; 47 (add. and alter.); 
nonprofit; $463,300; $154, 

GEORGIA 

DeKalb County Public Health Center, 
Decatur; public health center; public; 
$180,000; ,000. 

Alpharetta Public Health Center; public 
health center; public; $35,970; $11,990. 

Center Hill Public Health Center; public 
health center; public; $35,970; $11,990. 

Heard County Memorial Hospital, Frank- 
lin; general; 18 (equip. only); nonprofit; 
$15,525; $5,175 (pickup). 

INDIANA 

Harrison County Hospital, Corydon; gen- 
eral and-’public health center; 18; public; 

91,000; $95,000. 


Union City Memorial Hospital, Union 
City; general; 24; nonprofit; $289,500; 
6,250. 


$96,250 
IOWA 

Davis County Hospital, Bloomfield; gen- 
eral; 34; public; $473,000; $156,166. 

Van Buren County Memorial Hospital, 
Keosauqua; general and health clinic; 20; 
public; $262,583; $87,527. 

Adair County Memorial Hospital, Green- 








SIMPLIFY - 
COST RECOVERY 


on Re-imbursable Programs 


EGOTIATIONS with government 
and other agencies are greatly 
simplified when accounting systems 
are set up to provide accurate, com- 
prehensive cost data. Accounting 
methods, which conform to modern, 
accepted practices in hospitals, expe- 
dite settlements and help the hos- 
pital recover all of its just costs. 
Our new pamphlet “How to Put 
Re-Imbursable Programs on an Equi- 
table Basis” describes factors that 
every hospital should consider in ac- 
cepting re-imbursable contracts. This 
treatise is based on long experience 
by members of this organization in 
designing and installing hospital ac- 
counting procedures. May we send 
you a copy? 


F. T..MUNCIE & CO. 


Auditors, Accountants and Consultants 


Seventeen years of active experience in hos- 
pitals serving some of the most prominent. 


333 NORTH MICHIGAN AVENUE 
CHICAGO ® ILLINOIS 





os: general; 32; public; $340,535; $111,. 


St. Joseph Mercy Hospital, Algona 
eral and public health conter: 39; + ng 
profit; $508,425; $169,475. 

Veterans’ Memorial Hospital, Waukon: 
general; 24; public; $235,200; $77,900.’ 
ae a a coy bar 4} Fairfield: gen. 

‘al; ; (add. and alter.); public; ‘ 
720; $163,240 a 


winkeate srteertal 
interset; a ublic; : . 
$142,800 Pp $432,900: 


Delaware County Memorial Hospital 
Manchester; general; 35; public; $34 : 
$113,031. A a 

Jackson County Public Hospital, Maquo. 
keta; general; 38; public; $482,539; $160,846, 

KANSAS 

Maude Norton Memorial City Hospital 
Columbus; general; 22 (add.); public: 
$210,000; $70,000. 

Kiowa County Memorial Hospital, 
Greensburg; general; 20; public; $183,150: 


County 


Hospi 
general; spital, 


60,250. 
Decatur County . Hospital, Oberlin; gen. 
eral; 20; public; $204,000; $60,000. 
KENTUCKY 
Bowling Green Hospital; 47 (remod. and 
add.); public; $600,000; $200,000. 
LOUISIANA 
Memorial Hospital, New Orleans; gen- 
eral; 75; nonprofit; $1,160,625; $386,875. 
Homer Memorial Hospital; general; 25; 
public; $186,450; $60,484. 

Baton Rouge General Hospital; general; 
275; nonprofit; $2,475,835; $801,945 (pickup). 
MAINE 
Central Maine General Hospital, Lewis. 
ton; general; 37 (add. and remod.); non- 

vrofit; $525,000; $175,000. 
MARYLAND 

Garrett County Memorial Hospital, Oak- 
land; general and health center; 34; pub- 
lic; $489,000; $163,000. 

MASSACHUSETTS 

Clinton Hospital; general; 77 (add.); 
nonprofit; $653,520; $217,840 (pickup). 

Emerson Hospital, Concord; general; 33 
(add. and alter.); nonprofit; $620,656; 


$206,885. - 
MICHIGAN 
St. Joseph’s Hospital, Menominee; gen- 
eral; 72 (add.); nonprofit; $702,000; 
$234,000. 


MINNESOTA 
Baudette Muncipal Hospital; 
24; public; $308,160; $102,387. 
MISSISSIPPI 
Marshall County Health Center, 
Springs; public health center; 
$50,073; $16,691. 
Bolivar County Health Center, Cleveland; 
public health center; public; $106,826; 


general; 


Holly 
public; 
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Sharkey & Issaquena Public Health 
Center, Rolling Fork; public health cen- 
ter; public; $37,632; $12,544. 

MISSOURI 

Phelps County Public Memorial Hospital, 
Rolla; general and outpatient; 58; public; 
$655,625; $215,471. 


NEBRASKA 
Rushville Municipal Hospital; general; 
18; public; $151,200; $50,400. 


NEW JERSEY 
eneet i  catie Center, Menlo Park: 
me 29; $834, 611; $125,000 
mea) "$153, 204 Papas) (split project, pick- 


). 

view Jersey State Hospital, Greystone 
Park; mental; 110 (new tuberculosis wing); 
public; $456,405; $140,889. 


NORTH DAKOTA 
Community Memorial Hospital, Hettin- 
ger; general; 28; nonprofit; $180,880; 
$60,293 (pickup). HIO 


Mercy Memorial Hos val. _Urbana; gen- 
eral; 50; nonprofit; $8 $273,333. 

Brown Memorial Hospital, Conneaut; 
general; 35 hoy and remod.); nonprofit; 
$462,000; $154,000. 


OKLAHOMA 
Western Oklahoma Hospital, Supply; 
mental; alter. and remodel.; public; $18,- 


000; $6,000. 

SOUTH CAROLINA 
Lancaster Public er agg public 
health center; public; $93,000; $31, 000. 
Heath Springs Health eel health cen- 
ter; public; $6,000; $2,000. 
Buford Health Center; 
public; a ,000. : 
Great Falls Health Center; public 
health center; public; $13,767; $4,589. 
Lowrys Health “ public health 
center; public; $11,161; $3,720. 
Lando Health Center; public health 
center; public; $11,161; 20. 
Richburg Health Center; public health 
center; public; $11,161 7 
Barnwell County Health’ Center; public 
health center; public; $109,000 $33,000. 
Georgetown County Health Center; pub- 
lic health center; public; $70,000; $23, 333. 


health center; 


Andrews Health Center; public health 
center; public; $12,000; $4,000. 
Pleasant Hill Health Center: 
health center; public; $8,000; is 
Edgefield County Health Center; public 
i center; public; $65,750; $21,916. 
Chester County Health Center: public 
health center; public; $86,061; $28,687. 
South Carolina State Hospital, Columbia; 
mental (remod.); public; $56,000; $18,666. 
Berkeley County Health Center, Moncks 
Corner; — health center; public; 
$93,000; $31,000. 
Johnston Public Health Center; public 
health center; public; $34,750; $11, 583. 
Clarendon County Hospital, Manning; 
general; 50; public; $500,000; $165,333. 
McCormick County Public Health Center; 
public health center; public; $100,500; 


$33,500 

TENNESSEE 
Lawrence County Hospital, Lawrence- 
oie b00. general; 50; public; $459,250: 
150. 
West. “Tennessee Tuberculosis Hospital, 
Memphis; tuberculosis; equip. yf 
Groups II and _ III; ‘public; $300,000 


$100,000. 
TEXAS 


Karnes County Hospital, Karnes City; 
general; 13; nonprofit; $121,600; $40,533. 
Tomball Hospital; general; 10; non- 
profit; $125,000; 1,000. 
S. B. Allen Memorial Hospital, Bonham; 
general; 55; nonprofit; $765,000; 
Dolly Vinsant Memorial Hospital. 
enna general; 40; nonprofit; $389,200; 
125 
i Hospital, Waco; fomerel — 
(add.); nonprofit ; $1,059, 000; $353,000 
VERMONT 
Barre City Hospital; general; 15 (add 
nonprofit; $465,000; $77,500 (1948), $77, 58 
(1949) (split project). 
WASHINGTON 
Lake Chelan Hospital, Chelan; general; 
19 (equip. only); nonprofit; $46,800; $15,500. 
Lutheran Minor Hospital, Puyallup; 
chronic; 50; nonprofit; $302,928; $96,976. 
WEST VIRGINIA 

Fairmont General Hospital; general; 67 
(add.); public; $198,570; $66,190 


public 








Duplicate records 
faster 
with 
Portagraph 





Use Portagraph to create your duplicates 
of case histories, reports, and all other 
hospital records. Makes up to 60 copies 
in one hour. 

ACCURATE —no errors, no proofreading, no 
correcting. 

ECONOMICAL— photocopies cost only a few 
cents each, 

SIMPLE—no darkroom, no experience 
needed; automatic electric timer assures 
correct exposures. 

STURDY—all steel construction, yet light 
enough to be easily moved. 
VERSATILE—copies any kind of record— 
written, printed or drawn on one or both 
sides— white or colored paper, any weight 
from tissue to card stock. ; 

Write for free descriptive folder. Room 
132. Photo Records Div., 315 Fourth 
Ave., N. Y. 10. 

FOR GREATER HOSPITAL EFFICIENCY — USE PHOTOGRAPHY 


Reminglon Rend 
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HOSPITAL SHEETINGS 
of UNSURPASSED Quality 








The words “Made by Hodgman” do more 
than identify the manufacturer of HORCO 
Hospital Sheetings. They denote an enduring 
reputation for dep bility which guarantees 
the excellence of all Hodgman Products. In 
HORCO Sheetings, quality and skill have 
brought to a high degree superior features of 
protection against rough treatment for long 
periods ... comfort that allows free move- 
ment and action . durability to resist the 
wear and tear of much handling and clean- 
TE so economy that results from longer 
and better service. 


HORCO Sheetings are produced to meet the 
most rigid hospital requirements. Where 
—_— is a prime consideration, they are 
overwhelmingly preferred by many hospitals 
throughout the country. Ask your jobber. 


HODGMAN RUBBER CO. 


FRAMINGHAM, MASS. 
CHICAGO, ILL, I5 N. Jefferson St. 
NEW YORK, N. Y., 261 Fifth Ave. 
SAN FRANCISCO, CAL., 121 Second St. 
Distributed by JACK C. KERN CO. 
2100 McKinney Ave., Dallas, Texas, and 
5618 Lake Shore Drive, Knoxville, Tenn. 











CHECK THIS 
PATIENT’S 
GOWN 


"MADE STRONGER: 
WILL WEAR LONGER” 


AGAINST ANY 
YOU HAVE EVER 
PURCHASED BEFORE 


If quality is of interest to you , 
if tailoring is important .. . if price 


is a factor . . . then we know you'll 


order this gown. 


SPECIFICATIONS 


Made from long-wearing, unbleached, 
type 128, 64 x 64, 3.50 sheeting; full 
88” long; 57” around; 18” sleeve; the 
two ties are bar-tacked; yoke neck is 
reinforced. 


PRICE 


$16.90 


PER DOZ availableat 
F.O.B. GREENSBORO | $18.40 per doz. 
NORTH CAROLINA 


NOTE: Same 
gown with rag- 


lan sleeves 





SEND TODAY FOR SAMPLES 
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PERSONAL NEWS 





Dr. CLaupE W. Muncer, director 
of St. Luke’s Hospital, New York 
City, for the 
past 11 years, 
has resigned his 
active adminis- 
trative post ef- 
fective July 1. 
He will continue 
as consultant to 
thehospital 
when his serv- 
ices are requir- 
ed and will con- 
tinue his activi- 
ties in architectural and admini- 
strative consultation with other 
hospitals. 

Prior to accepting the director- 
ship of St. Luke’s Hospital, Dr. 
Munger was director of Grass- 
lands Hospital, Valhalla, N.Y. for 
13. years. 

Dr. Munger, a past president of 
the American Hospital Association 
and the American College of Hos- 
pital Administrators (two terms), 
served on the Commission on Hos- 
pital Care, the Joint Commission 
on Education and with many 
other groups studying hospitals. 
For the coming year he will con- 
tinue his teaching activities as 
professor of hospital administra- 
tion at Columbia University. 

Dr. Lioyp H. Gaston, assistant 
director of St. Luke’s Hospital, 
has been appointed acting director. 








WayNE A. COPELAND recently 
assumed his new duties as super- 
intendent of the Mansfield (Ohio) 
General Hospital. ROBERT A. AN- 
DERSON, formerly administrative 
assistant at Johns Hopkins Hospi- 
tal, has succeeded Mr. Copeland as 
superintendent of Wyoming ‘Coun- 
ty Community Hospital, Warsaw, 
NY. 

With the exception of two years 
in military service during World 
War II, Mr. Copeland had been 
superintendent of the Wyoming 
County Community Hospital since 
1929. He is a member of the 
American College of Hospital Ad- 
ministrators and the American 
Hospital Association. 





Emit C. Hansen, who served as 
superintendent of the Winona 
(Minn.) General Hospital for the 
past three years, is now adminis- 
trator of the Finley Hospital, 
Dubuque, Iowa. Prior to assuming 
the superintendency of the Win- 
ona General Hospital, Mr. Hansen 
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was superintendent of St. Luke’s 
Hospital, Fergus Falls, Minn., for 
three years. 

Mr. Hansen succeeded Mrs. 
Leona B. Netson, R.N., who left 
June 1 to accept an appointment as 
administrator of the Savanna (IIl.) 
City Hospital. 





ELEANOR E. HAMILTON has re- 
signed as director of the Presbyte- 
rian Hospital, Newark, N.J., be- 
cause of ill health. She has served 
as director for the past 21 years. 

Miss Hamilton, who is a fellow 
of the American College of Hos- 
pital Administrators, has been an 
active personal member of the 
American Hospital Association 
since 1924 and the New Jersey 
Hospital Association since 1927. 

MARJORIE J. JOHNSON, Miss 
Hamilton’s assistant, has been ap- 
pointed acting director. 





Dr. JosepH P. Leone, until re- 
cently director of the Delaware 
Hospital, Wi1- 
mington, has 
been appointed 
administrator of 
the Norwalk 
(Conn.) Hospi- 
tal. Dr. Leone 
succeeds ROBERT 
N. Broucu, who 
resigned. 

Dr. Leone was 
assistant direc- 
tor of the Strong 
Memorial Hospital, Rochester, 
N.Y., for one year; assistant su- 
perintendent of Rhode Island Hos- 
pital, Providence, for five years; 
superintendent of the Quincy 
(Mass.) City Hospital for 11 years, 
and medical director of the Dela- 
ware Hospital for two years. 








HerBert A. ScHacut has resigned 
as administrative assistant at Hur- 
ley Hospital, Flint, Mich., to ac- 
cept a position as administrator of 
the Henry County Hospital, New 
Castle, Ind. He replaces M. Emma 
CHARLTON, who retired after serv- 
ing as administrator of the Henry 
County Hospital for the past 18 
years. 





JaMEs C. GLIEMMo, formerly ad- 
ministrative assistant at Univer- 
sity Hospital, Columbus, Ohio, is 
now administrator of the Iroquois 
Hospital, Watseka, III. 





Mrs. Bertua S. Cone has suc- 
ceeded Mrs. Masetie T. SorRRELL as 
superintendent of the Julia Chester 
Hospital, Hope, Ark. 








Dr. HENRY NICKERSON PRATT, 2d- 
ministrator of Memorial Hosp::al, 
New York City, 
has been ap- 
pointed director 
of the New York 
Hospital. The 
date when he 
will assume his 
new duties has 
not been deter- 
mined. 

Dir. ° Pratt 
served as a 
medical officer 
in the European theater of oper- 
ations from 1942. to 1945 attaining 
the rank of colonel. He was decor- 
ated with the Bronze Star medal 
by the War Department and the 
Medaille de la Reconnaissance by 
the French government. 

Dr. Pratt will succeed Laur- 
ENCE G. PAYSON who, in addition to 
his duties as secretary and treas- 
urer of the New York Hospital, has 
been serving as acting director 
since the first of the year when 
Murray SARGENT retired. Mr. Pay- 
son will continue as secretary and 
treasurer. 








Haran L. Parne JR., who for the 
past few months has been acting 
assistant director of the Massa- 
chusetts General Hospital, Boston, 
recently assumed his duties as ad- 
ministrator of the Winchester 
(Mass.) Hospital. 

Mr. Paine succeeded TuckKER 
MacDonaLp VYE, who resigned as 
administrator of the Winchester 
Hospital to become director of the 
Addison Gilbert Hospital, Glouces- 
ter, Mass. 





Francis C. Houcuton has been 
appointed administrator of the 
Rutland (Vt.) Hospital, effective 
July 1. He succeeds Mrs. Peart C. 
Stone, who has served as super- 
intendent for the past 25 years. 





Dwicut C. Austin recently as- 
sumed his duties as administrator 
of the Royal Oak (Mich.) General 
Hospital. For the past year Mr. 
Austin served as administrative 
assistant at the Edward W. Spar- 
row Hospital, Lansing, Mich. 





Dr. WILLIAM C. HIxon has re- 
signed as administrator of Shan- 
non West Texas Memorial Hospi- 
tal, San Angelo, to enter private 
practice. 





Dr. I. OSCAR WEISSMAN has re- 
signed as assistant director of the 


HOSPITALS 






Jev 
cer 
dir 
tal, 








Jewish Hospital, Brooklyn, to ac- 
cept an appointment as executive 
director of the Sydenham Hospi- 
tal, New York City. 


Dr. Wrtt1amM Ret Morrison, Bos- 
ton surgeon, has been named chief 
consultant for 
surgery of the 
Veterans Ad- 
ministration. A 
founder of 
the American 
Board of Sur- 
gery, and an ex- 
perienced teach- 
er, Dr. Morrison 
recently co m- 
pleted a nation- 
wide tour of vet- 
erans hospitals. 

Dr. Morrison, who recently re- 
signed as national surgeon gen- 
eral of the Veterans of Foreign 
Wars, is a veteran of the first 
world war. He has been a fellow 
of the American College of Sur- 
geons for 25 years. 


Ricuarp J. Stuuy has resigned as 
western representative for the 
James A. Hamilton & Associates, 
and has accepted a position as 


general superintendent of the Hos- 
pitals and Infirmaries for the 
University of California, San Fran- 
cisco, and also associate clinical 
professor in hospital administra- 
tion for the university’s School of 
Public Health. 


Dr. CHARLES E. PRICE, house sur- 
geon and assistant to the admin- 
istrator at Montgomery Hospital, 
Norristown, Pa., since 1946, has 
been appointed medical director of 
the Hahnemann Hospital, Philadel- 
phia. 

Dr. Price was chief resident at 
Montgomery from 1941 to 1944. He 


served in the Navy Medical Corps 
from 1944 to 1946. 


Rosert ASHTON SMITH has been 
appointed assistant superintendent 
of Muhlenberg Hospital, Plain- 
field, N.J., and Exvotse B. FuRNIVAL 
has been appointed administrative 
assistant. 


Curis J. Neusert recently re- 
signed as superintendent of Harbin 
Hospital, Rome, Ga., to become 
administrator of the Floyd Hos- 
pital in Rome. 


REVEREND Cart C. RascHeE is ad- 
ministrator of the Evangelical 








Your fracture, spinal and heart 
cases can now read fully reclining 


wih THE 3 WAY 


reading stand. 


Hospitals and institutions from 
Maine to Texas now use and 


recommend it. 


See it now at your dealer or write 


to »-anufacturer. 


ROY KETCHEM 
HORSEHEADS, NEW YORK 
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Here are two of the operating 
room garments in the scientifi- 
cally selected Blue featured by 
“LOOK” in word and picture 
in the July seventh issue. 
Naturally, this scrub suit and 
surgeon’s gown are made by 
Marvin-Neitzel. The brilliant 
creation of a brilliant designer, 
Helen Cookman* they retain 
the hospital practicality of any 
M-N garment. They were pro- 
duced in cooperation with the 
fabric manufacturer, Reeves 
Brothers, New York City. 





*U. S. PATENT PENDING 


A reprint of the “Look’’ 
article in color will be 
sent on request. 
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Deaconess Hospital, St. Louis, 
Mo., succeeding Pau. R. ZwiILLinc 
who retired August 1. 





WarREN G. RAINIER has been ap- 
pointed assistant director of the 
Mountainside Hospital, Montclair, 
N.J. Mr. Rainier, who recently 
completed his administrative in- 
ternship at the North Side and 
South Side Units of the Youngs- 
town (Ohio) Hospital Association, 
was awarded the degree of master 
of science in hospital adminstra- 
tion by Columbia University. 





ELsIE L. DELIN has been named 
assistant administrator of the Fort 
Hamilton Hospital, Hamilton, 
Ohio. She resigned as_ superin- 
tendent of the Wilson Memorial 
Hospital, Sidney, Ohio, a position 
she held for the past three years, 
to accept the Fort Hamilton Hos- 
pital appointment. 





BerTtHA Frook, R. N., B.S., as- 
sumed her duties as director of 
nurses of the Evangelical Hospital 
of Chicago on May 1. 
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POLISHING OR BUFFING | 


“Sun-Gloh” is an amazingly efficient Bui 
preservative for maintaining finished sur- 
faces .. . metal or wood furniture ... 
. leather upholstery. Best 


of all it does a remarkable job without 
the need of polishing or buffing. Try it! 
Janitors acclaim it, executives appre- 
ciate its beauty, brightness, and economy! 
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Louis E. SwWANson, who ast 
April completed the course in :ios- 
pital administration at Duke Uni- 
versity Hospital, Durham, N. C., 
has been appointed administrator 
of Hugh Chatham Memorial lios- 
pital, Elkin, N. C. 





ROBERT F. BILSTEIN, recently be- 
came administrator of the Graham 
Hospital, Keokuk, Iowa. 





Joun P. Licuter has been elected 
president of the Alexian Brothers 
Hospital Foundation, Chicago. He 
‘succeeds Dr. Kurt W. OsseEnporrr, 
a member of the medical staff. 
Other officers are: Sam A. Lapp, 
first vice president; Roserr E. 
BorDEN, second vice president; 
FraNK J. Hinxamp, third vice pres- 
ident; Dr. Epwarp F. Hess, fourth 
vice president; ALBERT W. Bercer, 
fifth vice president; Josrepn T. 
Geary, secretary; and James F. 
Horton, treasurer. Paut L. Gatvin 
is a newly elected member of the 
board of directors. 





IrvING GOTTSEGEN has been trans- 
ferred in the position of assistant 
director from the city institution 
of Montefiore Hospital, New York 
City, to its Country Sanatorium, 


- Bedford Hills, N.Y., and will be in 


executive charge there. Harry S. 
APTER, who was appointed asso- 
ciate director on February 1, will 
be in charge of business manage- 
ment. 





Dr. DAvip P. BARR, physician-in- 
chief of the New York Hospital, 
New York City, and professor of 
medicine at Cornell University 
Medical College, has been elected 
president of the medical board of 
the New York Hospital. A past 
president of the American College 
of Physicians, he has been a mem- 
ber of the medical board of the 
hospital for seven years. Dr. Barr 
is now a director of the Winifred 
Masterson Burke Foundation and 
the Commonwealth Fund. 





Jacques Cousin, a graduate of 
the Columbia University course in 
hospital administration who re- 
cently completed his internship 
year at Harper Hospital, Detroit, 
will remain there as assistant di- 
rector in charge of the outpatient 
department. 





Dr. NATHAN B. VAN ETTEN has 
retired as chairman of the board of 
directors of the United Medical 
Service, New York’s medical serv- 
ice plan. At a recent meeting o/ the 


HOSPITALS 








Re 





the 


ns- 
int 
on 
rk 


in 


}0- 
ill 


1- 
a 
of 


yf 
st 


sees DO § 3 


f 


i i, i 





poard of directors of the United 
Medical Service and the Associated 
Hospital Service, New York’s Blue 
Cross plan, Dr. Van Etten received 
an illuminated scroll in recognition 
of the “enduring appreciation and 
affectionate regard of his fellow 
directors.” 


LEONARD W. McHuGu has joined 
the staff of the Hospital Council 
of Greater New York as assistant 
director. Mr. McHugh has been 
with the Columbia-Presbyterian 
Medical Center and the New 
York MHospital-Cornell Medical 
Center in New York City for 20 
years, serving in many capacities. 








MARJORIE R. QUANDT, R.R.L., has 
been appointed chief medical rec- 
ord librarian and director of the 
school for medical record librarians 
at Wesley Memorial Hospital, Chi- 
cago, succeeding Mrs. Epna K. 
HUFFMAN. 


HELEN E. Woops has succeeded 
Amy W. GREENE as chief of the 
medical social service department 
of the Johns Hopkins Hospital, 
Baltimore, Md. Miss Greene plans 
to go to Beirut, Lebanon. 








Marcaret McVEeEtcH has joined the 
executive staff of the Long Island 
College Hospital, Brooklyn, as 
director of the social service de- 
partment. 





Rut M. Kaun recently resigned 
as chief dietitian of the Veterans 
Administration Hospital, Hines, 
Ill., to become director of the 
dietary department at Michael 
Reese Hospital, Chicago. 





CaRL CHARLES LAMLY, superin- 
tendent of the Highland Park (II1.) 
Hospital, has been named recipi- 
ent of the Malcolm T. MacEachern 
Award in hospital administration 
at Northwestern University. 





Donat J. Ness has been ap- 
pointed pharmacist of St. Luke’s 
Hospital, Boise, Idaho. 


_ Deaths 


Dr. CHartes H. Youne, an active 
life member of the American Hos- 
pital Association since 1908, died 
on May 22 in Houston, Texas. Dr. 
Young retired from hospital work 
in 1945 after 40 years of service. 
Dr. Young had served as medi- 
cal c:rector and administrator of 
the lountainside Hospital, Mont- 
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clair, N.J., from 1929 to 1941, and 
as superintendent of the Stanford 
(Conn.) Hospital from 1941 to 1945. 





Puy.tuis ALBRIGHT SWEARINGEN, 
R.N., superintendent of the Med- 
ford (Ore.) Hospital, died recently. 
She became superintendent of 
nurses at the Community Hospital, 
Medford, in 1928 and superintend- 
ent of the hospital in 1930. With 
MABEL COFFEEN, then operating 
room supervisor, Miss Swearingen 
purchased the hospital. Under 
their supervision the hospital was 


enlarged and its facilities im- 
proved. 





JAMES EMLEN SHIPLEY, executive 
director of Abington (Pa.) Mem- 
orial Hospital since 1944, died May 
11. Mr. Shipley, who had been ill 
for several months, was purchas- 
ing agent and assistant adminis- 
trator of the Germantown Dispen- 
sary and Hospital, Philadelphia, 
before he became associated with 
Abington Memorial Hospital. He 
had been active in the local and 
state hospital associations. 
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Pure Latex Surgical Tubing, semi-transparent amber — six 


standard sizes. 


—in Pure Latex 
Laboratory and Surgical Tubings 


All the facilities of our plant and lab- 
oratory are devoted to just one product — 
the finest, purest latex tubing it is possible 
to make. RLP Surgical Tubing (amber) 
and Laboratory Tubing (black) have gained 
an enviable reputation for long-lived 


dependability. 


Inner and outer surfaces of RLP Tub- 
ings are smooth and seamless. No acids or 
minerals are used to coagulate the latex; 
thus, any ill effects which might result 


are eliminated. 


World Suppliers of 
Pure Latex Tubings 
of CR 





receipt. 





Pure Latex Black Laboratory 
Tubing — sixteen standard 
sizes. 


RLP Pure Latex Surgical and Laboratory 
Tubings are sold through reputable surgical 
oe eS. and hospital suppliers. RLP Laboratory Tubing 

; x is also available from your laboratory supplier. 
Dealers and customers alike tell us they are well 
pleased with. RLP’s conscientious service policy 
— most orders are shipped within 24 hours of 


Pure Latex Surgical Tubing 


6 Standard: Sizes 


Pure Latex Laboratory Tubing 


16 Standard Sizes 


Rubber Latex Products Inc. 


Cuyahoga Falls, Ohio 
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HOW 10 Sag FUND RAISING COUNSEL 


Yes, just as you buy sheets and pharmaceuticals and 
equipment you buy fund raising counsel. When you buy a 
service you should ask yourself the same questions you ask 


rection than without it. 


HOW MUCH DOES IT COST? — The charges made by 
this firm are moderate considering the service given and the 


when in the market for a tangible product: s i : 
e P results obtained. Working on a fixed fee basis, our charges 


are determined by the length of the campaign and the 
number of men we must assign properly to conduct it. 
In many cases, our fee is lower than the amount it would 
cost to borrow the amount needed. Professional direction 
can save you considerable amounts in campaign expenses, 
for the professional director knows the most economical 
means of conducting your undertaking. 


DO I NEED IT? —If you are contemplating an appeal 
to the public, you definitely should consider the merits of 
professional direction and the disadvantages of campaign- 
ing without it. Without professional direction, much volun- 
teer time is misdirected and wasted. Results usually are 
not commensurate with the amount of volunteer work 
expended. Many sources of gifts remain untapped or mis- 
handled. WHO ELSE USES IT? — Today, the majority of large- 
scale fund-raising campaigns are conducted with profes- 
sional direction. The services of this firm are used by hos- 
pitals from coast to coast and the results we have obtained 
demonstrate the effectiveness of our tested methods. 


HOW CAN I FIND OUT MORE ABOUT IT? — We will 
be pleased to have a representative call to explain our 
services, without obligation. An_ illustrated, informative 
brochure, “Your Appeal to the Public,” is available upon 
written request. 


WHAT CAN IT DO FOR ME? —First, professional 
counsel can tell you the reasonable expectancy of success 
for your campaign. The preliminary surveys prepared by 
this firm without cost indicate within reasonable limits the 
amount which can be raised in your area of service. Pro- 
fessional directors bring you the benefits of training, long 
experience and tested methods. Our directors can apply 
their knowledge to fit your particular problem. Your 
expectancy of success is far greater with professional di- 


B. H. LAWSON ASSOCIATES, INC. 
200 SUNRISE HIGHWAY ROCKVILLE CENTRE, NEW YORK 7 
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